























Archives of Dermatology and Syphilology 


VoLtuME 31 MAY 1935 NUMBER 5 


THE DERMATOSIS OF MONOCYTIC LEUKEMIA 


SAMUEL T. MERCER, M.D. 


SEATTLE 


Monocytic leukemia recently has attracted increasing interest among 
hematologists but as yet has been given little if any attention by students 
of dermatology. 

It was described for the first time in 1913 by Reschad and Schilling- 


Torgau,' and since then some forty-nine cases had been reported up to 


March 1934.7 One more case * may be added which was reported to me 
in a personal communication. 
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These reports were searched for descriptions of lesions occurring 


on the mucous membranes and the skin. Some authors mentioned 
“purpura or petechiae,” while the patients in five cases* which are 
reviewed later in this article presented clearcut skin lesions with 
infiltration. 


Although in these numerous reports in periodicals monocytic 
leukemia has been considered a third form of leukemia, distinct from 
lymphocytic or myelocytic forms, it has been referred to in but few 
medical textbooks.° In the field of dermatology Artz and Fuhs® in 
their treatise on involvement of the skin in leukemia made no separate 
classification of the monocytic form, though they referred to a case 
of Kreibich’s reported in 1924 under the name of splenocytic leukemia 
in which the condition was probably of this type. 

The following report is of two cases in which the lesions of the 
mouth and skin were the first objective signs of the disease and which 
therefore seem of special interest to the dermatologist. 


REPORT OF CASES 


Case 1.—History.—S. J., a Russian aged 39, unmarried, a porter, was admitted 
to the medical service of the Presbyterian Hospital on May 3, 1933. He had had 
a sore mouth for one month. Two weeks before admission six teeth were extracted, 
with resulting hemorrhage and failure of the gums to heal. During the past week 
small nodules had appeared over the entire body. He had lost 20 pounds (9.1 Kg.) 
and had fever. The past and the familial history were irrelevant. 

Physical Examination —Examination revealed swollen, ulcerated gums and a 
large ulcer 2.5 cm in its greatest width on the hard palate. There was slight gen- 
eralized enlargement of the lymph nodes. The spleen was barely palpable. 

Skin: Scattered over the entire body including the scalp and forehead were 
many small bluish, raised, papulonodular lesions varying from 2 to 5 mm. in 
diameter, with a few nodules measuring from 1 to 2 cm. in diameter. The lesions 
were most numerous over the abdomen and the extremities. Although they varied 
in size, all were of a shotty consistency. A few of the larger lesions were inflamed, 
while others had become necrotic, leaving a punched-out center with brownish- 
yellow crusts. Some of the smaller lesions were translucent gray; others 
retained the color of normal skin. 


4. (a) Reschad and Schilling-Torgau.' (b) Bingel, A.: Monozytenleu- 
kamie, Deutsche med. Wcehnschr. 42:1503, 1916. (c) Sydenstricker, V. P., and 
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Med. 17:413, 1932. 

6. Artz, L., and Fuhs, H., in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1929, vol. 8, p. 31 
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Fig. 1 (case 1).—The forearm and elbow, showing a few small nodules with 
crateriform punched-out centers and two large nodules which had sloughed. A 
biopsy specimen was taken from the large nodule. 











Fig. 2 (case 1).—The upper part of the arm covered with disseminated miliary 


shotlike papules varying from a few to 5 mm. in diameter. 
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Laboratory Examination—The urine was essentially normal. The Wasser- 
mann test was negative. Studies of the blood revealed leukocytosis of the mono- 
cytic type (table 1). Blood smears stained by Wright's modification of Giemsa’s 
method showed the predominating cells to be larger than the neutrophils and to 
measure from 14 to 18 microns in diameter. The cytoplasmic pattern in many 
instances was distinctly wavy to the extent of pseudopod formation, while the 
color was usually pale grayish blue. Fine azurophilic granules were present in 
The nuclei assumed various shapes, being round, oval or indented 
They often appeared to be folded on them- 
selves and frequently were lobulated. Their chromatin material appeared in some 
instances as a fine spongelike network, while in others it was more coarse and 
ropy. Auer’s bodies were seen by Dr. M. N. Richter in a few of these cells when 
the patient first entered the hospital, but these disappeared later in the course of 


the cytoplasm. 
or having the shape of a horseshoe. 


the disease.? 

For a more accurate differentiation of these mononuclear cells supravital 
staining with Janus green and neutral red dyes was employed. The cells were 
seen to contain an abundant amount of cytoplasm in which were many mitochondria, 


dustlike bodies taking the Janus green stain. A few cells showed neutral red 


TasBLe 1—Hemogram of the Patient in Case 1 





Erythro- Poly- 
Hemo- cytes, Leuko- morpho- Myelo- Lympho- Mono- Mono- 
globin, Millions cytes, nuclears, cytes, cytes, cytes, blasts, 
per per per per per per per per 
Date Cent C.Mm. C.Mm. Cent Cent Cent Cent Cent 
5/ 4/33 53 2.69 26,850 37 - 15 48 
5/24/33 7 anal 34,000 29 2 14 54 1 
5/29/33 40) 1.6 21,500 39 3 14 3 1 
6/ 1/33 40,000 40 2 10 41 7 


vacuoles, but the true rosettes which occur in fully mature monocytes were not 
The monocytes showed frequent pseudopod formation and were actively 
Figure 10 shows the characteristic appearance of the young monocytes. 
staining serves to differentiate these cells from lymphocytes, 
An occasional smaller cell with increased basophilia, 


present. 
motile. 
This method of 
myelocytes and neutrophils. 
characteristic of the monoblast, was seen. 

Diagnosis —The diagnosis was monocytic leukemia. 

Clinical Course-—There was a continuous elevation of temperature, sometimes 
to as high as 103.6 F., and a gradual loss of weight with increasing pallor and 
weakness until death, which occurred thirty days after hospitalization. The skin 
lesions varied during this period; new ones were seen to appear while others 
involuted, leaving faint brown spots or no trace. Just previous to death crops 
of bluish macules were noted over the body. Permission for autopsy was denied. 


Biopsy—Biopsy was made on a large nodule on the forearm. Dr. Gerald 


F. Machacek made the following report: 

No important changes were seen in the epidermis. The most conspicuous 
pathologic change was the presence of a large number of mononuclear cells 
throughout the deeper layers of the corium. These cells were distributed dii- 


7. Pellegrini, G.: (Boll. d. Soc. med.-chir, Pavia 46:1009) published a report 
entitled “Certain Intracellular Formations (So-Called Auer Bodies) in a Case 
of Monocytic Leukemia.” This article was not accessible. 











Fig. 3 (case 1).—High power magnification of a section of skin, showing the 
proliferation of monocytes about a small vessel (4). 








| 


Fig. 4 (case 1).—A blood smear stained with Wright's stain, showing a poly- 





morphonuclear, a small lymphocyte and several monocytes. Compare the size of 
the monocytes with those of the other cells and note the large amount of cyto- 


plasm with its foamy appearance. 
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fusely between fragmented collagen fibers and in nodules about blood vessels, 
nerves, smooth muscle bundles and sebaceous glands; they infiltrated between 
the coil gland acini and into the subcutaneous fat and were occasionally found 
within the blood vessels. The individual cells were large, roughly from two to 
three times the size of a red blood cell. They were of bizarre shapes and had a 
fair amount of cytoplasm. The nuclei were large and usually irregularly lobulated, 
Numerous mitotic figures were seen in all stages of division. These cells when 
packed together were polygonal; on the other hand, one could see definite proc- 
esses where they lay between disrupted collagen fibers. Some had phagocytosed 
lymphocytes and cellular elements resembling red blood cells and seemed to 
grow out from the adventitia of the blood vessels, though one or two appeared 
to be passing through the walls of the vessel by diapedesis. 

Many cells with pale blue vesicular oval nuclei with conspicuous reddish 
nucleoli (fibroblasts) were also present. Other cells with eosinophilic granules 
were seen in sections stained by Giemsa’s method, and also a few basophilic cells 














Fig. 5 (case 2).—The tongue, showing a shallow ulceration on the tip. 


which were probably mast cells. No red cells were identified. The endothelial 
cells of the blood vessels and lymph channels were often swollen, and many of 
the blood vessels seemed compressed. The Foote-Bielschowsky stain showed 
fibrils which included groups of cells rather than individual cells, and the trichrome 
stain of Masson showed degeneration of the collagen in regions of infiltration. 


Case 2.—History.—A. D., aged 47, an American housewife, was referred to 
the dermatologic department of the Vanderbilt Clinic because of a recent exanthem- 
atous eruption on the body and an ulcer on the tongue. For six weeks previous 
to admission she had complained of general weakness, loss of weight, slight eleva- 
tion of temperature and recurring sores in the mouth. Recently the throat had 
been sore, and the lymph nodes of the neck were swollen and tender. 


Physical Examination.—On the lower lip was a slightly raised, tender, indurated 
area 1 cm. in diameter. Al! the teeth had been extracted and had been replaced 
by removable dentures. On the tip of the tongue was a shallow ulcer 7 mm. in 
diameter with a moderate amount of induration. The submaxillary, cervical and 
inguinal lymph nodes were slightly enlarged, firm and tender. The spleen was 


not palpable, and the liver was barely palpable. 




















Fig. 6 (case 2).—The abdomen and breasts, covered with multiple slightly 


elevated bluish lesions. When first seen these lesions appeared to be roseolar 


syphilids. 











Fig. 7 (case 2).—A large inflamed nodular lesion on the lower eyelid at the 
inner canthus which softened in the center and sloughed. Note a similar lesion 
beginning to form on the tip of the nose. 
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Skin: There was marked pallor of the skin and mucous membranes. On the 
trunk, particularly over the lower portion of the abdomen and the pendulous por- 
tions of the breasts, was a roseolar maculopapular eruption which caused no itch- 
ing. Close inspection revealed the presence of minute red points in the macules 
as well as very fine faintly bluish lines. Similar lesions were seen on the inner 
aspect of each thigh. Some of the lesions showed a slight amount of infiltration 
Scattered over the abdomen and loins were a few small nodular lesions located 
in the cutis which were very firm and shotlike. Some were slightly bluish. Der- 
matologic opinion varied from a diagnosis of secondary syphilis with a primary 
lesion of the tongue, drug eruption, and toxic dermatitis to leukemia cutis of the 
monocytic type. 

Laboratory Examination —The urine showed a trace of albumin and a few 
white cells and granular casts. Dark-field examination of the lesion on the tongue 
revealed no spirochetes, and the Wassermann test was negative. No tubercle 
bacilli were found in the sputum. Roentgen examination revealed no evidence of 


TasLe 2—Hemogram of the Patient in Case 2 


Erythro- Poly- 

Hemo cytes, Leuko morpho- Myelo- Lympho- Mono- 

globin, Millions cytes, nuclears, cytes, cytes, cytes, 

per per per per per per per 

Date Cent Platelets C.Mm. C.Mm. Cent Cent Cent Cent 
2/27/34 70 67,000 3.0 62,000 5 1 ll 83 
1/34 - eere An 58,850 4 1 6 89 
3/ 5/34 60 canted 2.9 47,350 3 2 12 83 
3/14/34 58 52,000 2.1 42,350 4 2 9 8&5 
3/21/38 aa eet soe 55,750 2 4 14 80 
29/3 67 119,000 3.6 73,000 6 1 9 S4 
4/ 9/34 4) chenes 2.9 92,840 3 l 12 s4 

4/16/34 52 14,000 2.8 210,000 0.5 1 l 97.5 
4/19/34 38 15,000 1.8 146,000 1 1 4 4 


recent tuberculous lesions in the lungs or of calcified cervical nodes of the neck. 
Roentgenograms of the gastro-intestinal tract gave no evidence of a peptic ulcer 
or of a malignant process. The small intestine showed a rather unusual pattern 
which was similar to that seen in patients with enlarged mesenteric nodes. The 
hemogram (table 2) revealed a decrease in the number of red cells and platelets 
and leukocytosis of the monocytic type. Supravital stains and Wright’s modifica- 
tion of Giemsa’s stains were used; the monocytes were similar to those described 
in case 1. As was to be expected, there was for the most part a positive reaction 
for oxidase. 

Diagnosis —The diagnosis was monocytic leukemia. 

Clinical Course—In spite of three transfusions of blood and irradiation of the 
lymph nodes of the neck the course continued to be acute, and death occurred 
seven weeks after the patient’s admission to the hospital. The cutaneous lesions 
presented visible evolution and involution throughout the course. The erythematous 
macules soon became indurated and changed from a roseolar to a slate-blue color. 
With the brief clinical improvement due to transfusion and irradiation the lesions 
faded, leaving faint mottling and slight induration. Staphylococcus aureus was 
cultured from indurated inflamed nodules which appeared on the nose and necrosed. 
Shortly before death there appeared on the mucous surfaces numerous small hemor- 
rhagic lesions the size of a pinhead, while over the body new crops of bluish 


macules developed. 




















Fig. 8 (case 2).—Low power magnification of a small intradermal shotty 
nodule, showing the general arrangement of the monocyte to be along the vessels. 











Fig. 9 (case 2).—High magnification of an accumulation of monocytes about 
a small vessel. Note the erythrocyte in the lumen and opposite it, located in the 
adventitia, a cell in mitosis (4). One layer of endothelium separates them. 
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Biopsy. —One of the pale shotty papules on the flank was removed for biopsy, 
and the following report was made by Dr. Machacek: 

The sections represented a tiny cutaneous tumor. The epidermis showed slight 
changes which were unimportant. The superficial layers of the corium contained a 
diffuse increase of cellular elements, a number of which were definitely connective 
tissue cells. The most interesting changes occurred about the blood vessels of 
all the layers of the corium, in the region of the nerve fibers and about the coil 
glands. Here were accumulations of cells which were large, mononuclear and 
roughly polygonal. The cytoplasm was profuse and varied in staining quality. 
The cells were usually basophilic; however, many of them contained azurophilic 
granules. The nuclei were fairly large; some were oval and others were lobulated. 
They were chromatic and vesicular. Many mitotic figures were present. A number 
of the monocytic cells contained phagocytosed cells, apparently lymphocytes. A 
few scattered monocytic cells were seen in the smooth muscle bundles, in the 
nerve sheaths, among the epithelial cells of the coil glands and free in the lumens 
of the blood vessels. Most of these cells, however, were packed around blood 
vessels. At the edges of these perivascular groups were free cells which had 
apparently separated from the mass. 

Large basophilic cells were noted which resembled mast cells. Small 
eosinophilic bodies about as large as blood platelets were seen within the vascular 
channels. Only an occasional polymorphopnuclear was seen. There was no evidence 
of hemorrhage. There was some fragmentation of the collagen. The -section 
definitely represented a leukemic accumulation in the skin of peculiar large phago- 
cytic mononuclear cells. 

A section taken later from the lower portion of the abdomen on which were 
numerous involuting small bluish maculopapular lesions was reported on by Dr. 
Machacek as follows: 

These sections of skin showed no remarkable epidermal changes. In_ the 
superficial layers of the corium were a few definite perivascular infiltrations of 
cells. Some of the cells had lobulated vesicular nuclei. There were a few leuko- 
cytes of the granulocytic series; of the latter a number were eosinophilic. About 
some of the sebaceous glands there were areas of more massive infiltration by 
large mononuclear cells, the cytoplasm of which was often vesicular. Fibrosis 
had occurred in these areas. No hemorrhage was seen. The changes were less 
striking in these sections than in those examined previously. 


THE MONOCYTE 
Of the white cells seen in the peripheral blood, those which have 
caused the most difficulty in classification are the large mononuclears, 
which Schilling-Torgau in 1911 called monocytes. Their identity and 
origin have been a source of controversy among histologists for the 


past two generations, with a resulting voluminous mass of literature 


which is too great for review here. However, the theories of the leading 
schools of thought with regard to the origin of the monocytes are 
briefly stated. 

Ehrlich, who was probably one of the first to stain blood corpuscles 
successfully, designated a large mononuclear cell having an indented 
nucleus as the “transitional form,” considering that it was one phase 
in the maturation process of the neutrophilic leukocyte. Even today 
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the term “‘transitional” is used by some in designating certain mono- 
nuclear cells of the blood. In support of the idea that monocytes are 
of myelogenous origin, Nageli * emphasized the fact that they possess 
a certain type of granulation which is not seen in lymphocytes and that 
some monocytes give a positive reaction for oxidase, which is a known 
property of granulocytes. 

On the other hand, there are those who believe that the monocyte 
is derived from the lymphocyte. Among those who have supported 


this theory are Maximow ® and Pappenheim and Ferrata,’ who based 
their conclusions largely on the resemblance of the two cells to one 
another. 

A third concept of origin differs from those already stated in that 
the monocyte is thought to be an independent strain of cell related 
neither to the lymphocyte nor to the granulocyte. The many investi- 
gators who are in agreement on this point are, however, somewhat 
divided in their opinions as to its source. Sabin, Cunningham and 
Doan" have expressed the belief that the monocyte is derived from a 
primitive stem cell located in the spleen and the general connective 
tissues of the body. This primitive cell arises from the reticulum cell 
mesenchyme and produces the monocyte either directly or by way 


of 
of 


a blast cell. The concept of these authors as to the derivation of 
the three strains of white blood cells is illustrated in figure 10. Their 
observation '* on the response of the tissues in experimental tubercu- 
losis also gives evidence that the monocyte “can and does develop in 
situ widely over the body.” In a recent interview Sabin pointed out that 

&. Nageli, O.: Blutkrankheiten und Blutdiagnostik, ed. 5, Berlin, Julius 
Springer, 1931. 

9. Maximow, A.: Les relations des cellules sanguines avec le tissu conjonc- 
tif et avec l’endothélium, Ann. d. anat. path. 4:701, 1927. 

10. Pappenheim, A., and Ferrata, A.: Ueber die verschiedenen lymphoiden 
Zellformen des normalen und pathologischen Blutes, Folia haemat. 10:78, 1910. 

11. Cunningham, R. S.; Sabin, F. R., and Doan, C. A.: The Development of 
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Tissues, Contrib. Embryol. 16:229, 1925. Perhaps the most valuable single method 
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cells supravitally stained is conducted at body temperature. In this technic new 
cell characteristics are brought forth which are lost by the usual methods of cell 
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Technic, Contrib. Embryol. 16:125, 1925. 
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Fig. 10.—A diagrammatic representation of the concept of origin of the leu- 
kocytes. The maturative steps are shown for each type of cell as it comes from 
the primitive cell. Mitochondria represented by small black dots and blunt rods 
are seen in levels II and III and in monocytes, lymphocytes and myelocytes of 
type A and B in level IV. Granules of the neutrophilic series are shown by large 
solid black dots. Vacuoles which take the neutral red stain are represented by fine 
circles and are most numerous in the mature monocyte (modified from Sabin: 
Contrib. Embryol. 16:265, 1925). 
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in the general connective tissues the progenitor of the monocyte is 
sometimes located in the adventitia of the small blood vessels. 
Aschoff,'* from his work on the reticulo-endothelial system, came to 
the conclusion that both the endothelial cells of the blood-forming 
organs and the reticulum cells furnish the source of the large mono- 
nuclear cells, which he called histiocytes. Forkner,'* working in 
Aschoft’s laboratory a few years later, demonstrated one source of the 
monocyte in the rabbit to be a primitive undifferentiated cell located 
in the trabeculae of certain lymph nodes. The theory of Marchand, as 


quoted by Sternberg,'® is that those cells which he called histiogenic 


leukocytes are produced by the cells on the inner surface as well as by 
the adventitial cells of the capillaries. Mallory *® spoke of the monocytes 
as large mononuclear cells or endothelial leukocytes because he thought 
them to be produced by the endothelial cells lining the blood and lymph 
vessels. 

The belief that the monocyte is a cell distinct from the lympho- 
cyte and granulocyte is based on embryologic and histologic investiga- 
tions of the blood and tissues and on observations that during certain 
disease processes there are fluctuations of monocytes independent of 
lymphocytes or granulocytes. The recognition of monocytic leukemia 
as a definite pathologic entity adds further proof of the purity and 
independence of the cellular strain. 

The relationship of the monocyte to a somewhat similar phagocytic 
cell destined to remain in the tissues and not to circulate normally in 
the blood has also been a matter of some controversy. In describing 
this tissue phagocyte various names have been given it by the different 
individual workers. Evans ™ called it the macrophage, while Kiyono '* 
named it the histiocyte. Maximow”® also used the term histiocyte, a 
revision of the name “resting wandering cell” which he employed in 
1906. Ranvier'’® and Sabin and her co-workers‘? designated it the 
clasmatocyte. The observations of Sabin, Doan and Cunningham !* 


13. Aschoff, L.: Das retikulo-endotheliale System, Ergebn. d. inn. Med. u. 
Kinderh. 26:1, 1926. 

14. Forkner, C. E.: The Origin of Monocytes in Certain Lymph Nodes and 
Their Genetic Relation to Other Connective Tissue Cells, J. Exper. Med. 52: 385, 
1930. 

15. Sternberg, C.: Lehrbuch der allgemeinen Pathologie und der pathologischen 
Anatomie, Leipzig, F. C. W. Vogel, 1928, p. 138. 

16. Mallory, F. B.: The Principles of Pathologic Histology, Philadelphia, 
W. B. Saunders Company, 1925, p. 23. 

17. Evans, H. M.: The Macrophages of Mammals, Am. J. Physiol. 37:243, 
1915. 

18. Kiyono, K.: Die vitale Karminspeicherung, Jena, Gustav Fischer, 1914. 

19. Ranvier, L.: Des clasmatocytes, Arch. d’anat. micr. 3:123, 1899. 
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and Doan *° on histologic and pathologic changes in the tissues have 
led them to believe that the clasmatocyte is distinctly separate from the 
monocyte and that it is derived from endothelium, in con- 
trast to the monocyte, the ultimate source of which is the reticulum 
cells. They have expressed the belief that the Kupffer cells of the liver 
are clasmatocytes. On account of this lack of agreement as to the 
name of the tissue phagocyte and as to whether it is or is not identical 


with the monocyte, there has resulted considerable confusion in the 


terminology. 

Aschoff’s concept of the reticulo-endothelial system, while of inter- 
est, has often led to broad generalizations which have gone beyond 
proved facts. The term reticulo-endothelial combines two systems of 
cells which have one factor in common, great phagocytic power in taking 
up the colloidal dyes. In one group are the reticulum cells which are 
located in the stroma of the spleen, blood-forming organs and general 
connective tissues, while in the second group are the endothelial cells 
which line certain vascular sinuses in the lymph nodes, spleen, liver and 
bone marrow. 

The two groups of cells are involved in many pathologic processes. 
I’pstein *! attempted a classification of these which, while open to criti- 
cism, seems of sufficient interest to present here. He considered the 
processes under the heading of “histiocytomatoses’” which was _ sub- 
divided as follows: 

1. Disturbance of the function of storage—xanthomatosis, 
Gaucher’s disease and Niemann’s disease. 

2. Infectious proliferative granulomas—Hodgkin’s disease. 

3. Hyperplasia—monocytic (or histiocytic) leukemia of both 
leukemic and aleukemic varieties. 

4. Dysplasias (tumors )—reticuloma and endothelioma. 


Such generalizations are of interest since monocytic leukemia is a 
progressive proliferative process of a certain cell type found in the 
reticulo-endothelial system. Occasionally monocytic leukemia has been 
called leukemic reticulo-endotheliosis, though such a term probably 
implies too much and is misleading. Other names which have been 
used for this condition are hemoblastic leukemia, histiocytic leukemia, 
splenocytic leukemia and myelosis of the monocytoid type. It is unfor- 
tunate that such an array of terms has been used to designate a leukemic 
process of one strain of white blood cells, the monocytes. 

20. Doan, C. A.: The Clinical Implications of Experimental Hematology, 
Medicine 10:357 (Sept.) 1931. 

21. Epstein, E.: Die generalisierten Affektionen des histiozytaren Zellensys- 
tems (Histiozytomatosen), Med. Klin. 28:1501, 1925. 
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THE CUTANEOUS LESIONS IN MONOCYTIC LEUKEMIA 
Cutaneous manifestations accompanying the leukemias have hereto- 
fore been generally considered as a specific infiltrating process either 
involving the entire area of the skin (leukemia universalis) or tending 
to take the form of localized plaques (leukemia cutis circumscripta ). 
In addition to these manifestations there occur nonspecific polymorphous 
lesions without leukemic infiltration, which are thought to be of toxic 
origin and are termed leukemids. Probably the most notable of the 
latter group is prurigo lymphatica, though urticarial, bullous, eczematous 
or hemorrhagic exanthems and ulcerations are frequently seen. Cutane- 
ous changes, except purpura, are reported to be rare in true myelo- 
genous leukemia. 
From the study of the cases of monocytic leukemia described here it 


is apparent that two types of elementary cutaneous lesions appear: (1) 
macules and papules which when seen early simulate a secondary 
syphilid but later become slate-blue and (2) pale shotty papules which 
may lie deeper in the corium and are frequently felt more easily than 
they are seen. Both types are subject to involution and complete dis- 


appearance. In the maculopapular type minute red dots and _ fine 
bluish-red lines may occur, and as the erythema disappears the lesions 
may become slate-blue and show slight induration. On involuting they 
often leave faint gray spots which give the skin a mottled appearance. 
The deeper papules, which are frequently shotlike, may show fine red- 
dish lines; occasionally they become indurated and may develop into 
nodules as large as a walnut (Bykowa**). The centers may soften and 
become infected and in sloughing leave a crater-like depression. 
Erythematous, acutely inflamed, large furuncle-like indurations may 
develop which soften and slough in the center. Multiple petechia-like 
lesions of both the skin and the mucous membranes usually occur before 
death, though hemorrhages from the mucous membranes are not as 
marked as in other leukemias. 

Histologically the lesions in both the cases reported here presented 
similar changes of the tissues. Most notable were the monocytes located 
in and around the adventitia of the small blood vessels, the numerous 
cells in mitosis and the accumulations seen about sweat and sebaceous 
glands. Sections 2 microns thick when treated with Giemsa’s stain 
showed small azurophilic granules located in the cytoplasm, a charac- 
teristic of monocytes of the blood when stained likewise. The arrange- 
ment of the cells suggested, though it did not prove, that they were 
produced in situ. If so, the skin lesions may result from local prolifera- 
tion, though most leukemic foci are thought to result from infiltration 
by cells from the blood stream. It is possible, then, that the skin in 
these cases may play an important role in the production of the leukemia 
of the blood. 
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Of the five cases reported as being of monocytic leukemia with con- 
firmation of the skin lesions by biopsy, all gave a clinical picture which 
was strikingly similar to that in my cases. 

Reschad and Schilling-Torgau' described a man aged 33 whose 
white blood cell count ranged between 15,000 and 56,000, with 74 per 
cent monocytes. The patient showed many slightly prominent and firm 
lesions about the size of a lentil over the thorax and thighs. At first 
the lesions resembled an early syphilitic exanthem, but later they 
enlarged to the size of a walnut. Histologically they contained many 
large mononuclear cells with partially polymorphous nuclei near the 
vessels, 

A man aged 48 with monocytic leukemia, whose case was reported 
by Bingel,*” presented closely distributed bluish lesions from 2 to 4 
mm. in diameter on the abdomen and legs. They were slightly promi- 
nent and firm and did not disappear on pressure ; many appeared to be 
hemorrhagic. Microscopically the dark blue lesions showed accumula- 
tions of round cells which were looser in structure than lymphocytes 
and were usually transversed by one or several blood vessels. The 


blood count showed 15,000 white cells with 71 per cent monocytes. 
Sydenstricker and Phinizy * described a case of acute monocytic 

leukemia in a woman aged 47 whose blood count showed 71,200 white 

cells with 81 per cent monocytes. There were purplish macules over 


the trunk and extremities with marked infiltration before death. “Sec- 
tions of the skin showed massive infiltrations of the corium with large 
mononuclear cells; these had accumulated particularly around the sweat 
and sebaceous glands and in the perivascular tissue.” 

In case 1 of Bykowa * the patient presented a general involvement 
of the skin with small firm nodules the size of a lentil. In some instances 
they became confluent and then reached the size of a walnut. The white 
blood cell count varied between 5,000 and 10,000 with 75 per cent 
monocytes. 

In his first case Orr“ noted small multiple cutaneous abscesses 
which developed from time to time; they were painless and progressed 
to the formation of craters with yellow pus from which Staphylococcus 
was grown. The patient, a man aged 49, had a white cell count ranging 
between 1,800 and 10,000. The number of monocytes rose to 66 per 
cent. Biopsy of two skin nodules showed “aggregations of monocytes 
in the dermis with necrosis of the central part of the nodule.” 

In spite of the brief clinical and histologic descriptions in the reports 
of some of the aforementioned cases, the authors have agreed as to 
the process being an accumulation in the corium of large mononuclear 
cells which were found about the blood vessels and the sweat and 
sebaceous glands. They have also been in accord as to the clinical 





MERCER—DERMATOSIS OF MONOCYTIC LEUKEMIA 631 


appearance of the lesions, and in each case the condition had been diag- 


nosed as monocytic leukemia, though in some it was in the subleukemic 
stage. Of the remaining cases cited in the introduction in which 
“purpuric tendencies’ were noted, sufficient descriptions with histologic 
data were not available for presentation here. 

Among the questions that arise with regard to this syndrome is this: 
Will the establishment of monocytic leukemia cutis complicate the exist- 
ing classification of skin lesions seen in diseases of the blood-forming 
organs, or, on the other hand, will it be a step forward in clarifying 
some of the confused concepts with regard to them? It is reasonable 
to believe that numerous cases have occurred in the past which, if 
reported, were probably described as instances either of lymphoblastoma 
or of atypical myeloid leukemia. If skin lesions were present in a sub- 
leukemic or aleukemic stage of the disease the true nature of the process 
may have been entirely overlooked and the condition interpreted as 
some other form of dermatosis. 

Werther ** in 1914 reported a case of “chronic lymphatic leukemia” 
with generalized miliary infiltrations of the skin. The skin lesions were 
small, flat nodules which in section showed infiltration about the blood 
vessels. The blood picture showed 35,000 white cells with an increase 
in the percentage of large mononuclears. “With such . . . atypical 
skin lesions we see atypical blood pictures . . . which are difficult 
to judge because it is the mononuclear cells that are increased.” The 
generalized miliary infiltrations of the skin were apparently similar to 
those in case 1 reported here. 

Hazen,** on reviewing the literature of leukemia cutis in 1911, con- 
sidered the case reported by Hitschman and Lehndorff to be one of 
acute lymphatic leukemia because the blood picture showed 32,800 white 
cells of which 76 per cent were large mononuclears and 10 per cent 
small mononuclears. The skin lesions appeared first as an eruption 
resembling a maculopapular syphilid and later ‘became purpuric. In 
my second case the lesions when first seen suggested syphilis but later 
became bluish gray. 

Hoff ** in 1926 reported a case of a man with a tumor of the lower 
lip in the presence of monocytic leukemia. The leukemia was later con- 
sidered myelogenous because of the appearance of myelocytes in the 
blood before death. The blood count before death showed 42 per cent 
monocytes in an estimated white cell count of 5,000. This serves to 


22. Werther: Ein Fall von chronischer lymphatischer Leukamie mit gen- 
eralisierter miliarer Lymphadenia Cutis, Dermat. Ztschr. 21:574, 1914. 

23. Hazen, H. G.: Skin Changes in the Leukemias and Allied Conditions, J. 
Cutan. Dis. 29:521, 1911. 

24. Hoff, F.: Beitrage zur Pathologie der Blutkrankheiten, Virchows Arch. 
f. path. Anat. 261:161, 1926. 
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illustrate a condition frequently encountered in which change occurs 
in the concept of a leukemic process from that of a monocytic to that 
of a myelogenous one because of the presence of myelocytes. It is 
agreed by most hematologists that in lymphatic leukemia myelocytes 
are frequently seen at some time during the process, and Forkner *° 


stated that they are often seen in monocytic leukemia. 
Artz ** reported three cases under the title of a specific exanthem, 
“bei Lymphadenose und Myelose.” In the third case there were bluish- 


gray lesions ranging from the size of a lentil to that of a coin and dis- 
seminated over the trunk. The blood count showed 5,000 white cells 
with 90 per cent myeloid cells. He experienced “‘some difficulty in classi- 
fying this myeloid cell which is larger than the lymphocyte and whose 
nucleus does not stain as heavily and which to some extent shows a 
positive oxidase stain.” 

Equally interesting is the report of Buschke and Hirschfeld ** of a 
case in which they interpreted the condition as leukosarcoma of the 
skin. The patient, a woman aged 22, who was treated for tuberculosis, 
had firm nodular lesions over the entire body with tumor-like infiltration 
of the face. The nodules were not tender and some showed telangiec- 
tases and yellowish-gray discoloration. Smears from the lesions 
“showed large lymphocytes and large mononuclear elements.” The only 
total blood count reported revealed 33,000 white cells with 29 per cent 
of these undifferentiated tumor cells which were described as being of 


, 


enormous size and containing azurophilic granules. The nucleus was 
bean-shaped. The authors thought that these cells resembled large 
lymphocytes or mononuclear cells of the blood. At autopsy tuberculosis 
of the lung was not revealed, the patient having died of cachexia. The 
authors concluded that the condition was sarcomatosis of the skin but 
could not determine the primary tumor. 
A similar report is that of Lasowsky ** of a case of systemic blasto- 
matous hyperplasia, so-called reticulo-endothelioma, in a man aged 51. 
Periodically there appeared and disappeared firm subcutaneous nodules 
on the chest and back which were about the size of a pea. Histologic 
examination of the skin revealed a few tumor islands located along the 
blood vessels and sebaceous and sweat glands. It was thought that 
the lesions were caused by a metastasing sarcomatous infiltration into 


25. Forkner, C. E.: Clinical and Pathologic Differentiation of the Acute 
Leukemias, Arch. Int. Med. 53:1 (Jan.) 1934. 

26. Artz, L.: Ueber specifische Exantheme bei Lymphadenose und Myelose, Arch. 
f. Dermat. u. Syph. 160:84, 1930. 

27. Buschke, A., and Hirschfeld, H.: Ueber Leucosarcomatosis Cutis, Folia 
haemat. 12:73, 1911. 

28. Lasowsky, J. M.: Ueber eine systembezogene blastomartige Hyperplasie 
des Reticuloendotheliums: Sog. Reticuloendotheliom, Virchows Arch. f. path. 
Anat. 288:631, 1933. 
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the skin, but the primary tumor was never located. The blood count 
showed 4,400 white cells with 15 per cent “stab forms” in a differential 
count of less than 100 cells. 

When one reads some of the reports of myeloid leukemia cutis it 
appears that many authors were in doubt as to the type of blood cells 
with which they were dealing. In 1909 Rolleston and Fox ** reported 
a case of atypical myeloid leukemia in a woman aged 58. Over the 
trunk and extremities were many slate-gray and pium-colored firm 
nodular infiltrations. The blood count showed “48 per cent lympho- 
cytes (44 were large and 4 were small) with 1.5 per cent myelocytes.” 
In a subsequent count the proportion of myelocytes rose to 9 per cent, 
and the highest total count of white blood cells was 730,000. The 


peculiar blood picture with comparatively few myelocytes and a 


marked increase of the large mononuclear elements caused some doubt 
as to the type of leukemia, but the authors concluded “to be content 
with calling the condition atypical myeloid leukemia.” 

Bruusgaard *’ in 1911 reported the cases of two patients with 
cutaneous changes in myeloid leukemia. Jn the first case he described 
bluish infiltrations ranging from the size of a lentil to that of a pea in 
the skin over the trunk while in the second case he observed firm 
nodules the size of a pea over the abdomen and chest. Histologic exami- 
nation of the skin in the second case revealed cells with bean-shaped 
nuclei grouped about vessels and sweat glands. He thought “these cells 
must be considered as endothelial cells and proliferating connective 
tissue cells with many mitoses and amitoses present.” 

Ketron and Gay *' in their report of a case of a patient with “mye- 
loid leukemia cutis” in a woman aged 63 described the skin eruption 
as consisting of bluish-gray, slightly elevated nodules which varied in 
size from that of a pinhead to that of a pea. Later the lesions increased 
greatly in size and became dark. The blood picture on various occa- 
sions showed an increase in the number of large mononuclear cells 
which were difficult to classify; the cell count suggested ‘an atypical 
myeloid leukemia, atypical because of the relatively low leukocytosis.” 
The diagnosis of myeloid leukemia was based largely on the positive 
reaction for oxidase, which is positive also in the monocyte. 

Almkvist and Arzt ** reported a case of “myeloid leukemia cutis” in 
aman aged 39. The lesions consisted of nodules ranging in size from 


29. Rolleston, H. D., and Fox, W. A.: Case of Atypical Myeloid Leukemia with 
Nodular Infiltrations of the Skin, Brit. J. Dermat. 21:377, 1909. 

30. Bruusgaard, E.: Ueber Hauteruptionen bei der myeloiden Leukamie und 
der malignen Granulomatose, Arch. f. Dermat. u. Syph. 106:105, 1911. 

31. Ketron, L. W., and Gay, L. N.: Myeloid Leukemia of the Skin, Arch. 
Dermat. & Syph. 7:176 (Feb.) 1923. 

32. Almkvist, J., and Arzt, L.: Two Cases of Skin Manifestations in Leukemic 
Affections, Brit. J. Dermat. & Syph. 36:428, 1924. 
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that of a pea to that of a bean which were distributed over the trunk 
and extremities. The color varied from that of normal skin to livid 
blue. On the lip was an ulcerated nodule which resembled a primary 
sore. The reported white blood cell count was 53,000, with a differential 
count of “myeloblasts 6 per cent, myelocytes 14 per cent and primitive 
myelocytes 56 per cent.” There was no hematologic description given 
except that the reaction for oxidase was positive. Histologic examina- 
tion of the skin revealed: “The type of infiltration was markedly poly- 
morphic, the majority of the cells exhibiting the most varied forms 
with round vacuolated nuclei and abundant cytoplasm . . ._ stained 
by Giemsa granules could be seen in the protoplasm.” 

Tenenbaum ** reported a case of myeloid leukemia of the skin in 
a man aged 60. The skin lesions began as bluish spots on the body 
which developed until some coalesced. They were most pronounced 
on the trunk and the extremities. “Some of the purpuric lesions were 
bright red while others were fading away.” In addition, many small 
bluish-brown papules and nodules were noted. A few larger lesions 
were present which were dark bluish and sharply circumscribed. Exam- 
ination of the blood revealed 13,400 white cells with a differential count 
of “15 per cent monocytes, + per cent myelocytes and 4 per cent myelo- 
blasts. In counting 200 white cells 15 monoblasts were found.” A 
later differential count showed “myelocytosis of 66 per cent (?).” 
Apparently some question arose as to the diagnosis for “malignant 
metastasis of the skin” and “multiple hemorrhagic sarcoma of Kaposi” 
were considered. Tenenbaum stated : 

The results of the biopsy were rather inconclusive for a typical myeloid 
leukemia of the skin. Incidentally one is reminded of Ketron-Gay’s case in which 
a section made of a skin nodule resulted in “the consensus of opinion that the 
condition was not that of a myeloid leukemia,” although the latter diagnosis was 
fully confirmed by necropsy. 

Tenenbaum’s final diagnosis however was myeloid leukemia of the skin. 

These cases are cited because although they were reported under 
various diagnoses the cutaneous manifestations resembled those in the 
cases reported here. The descriptions of the changes in the blood 
were in most cases incomplete, though they suggest the diagnosis of 
monocytic leukemia. To pass judgment on the diagnoses in these cases 
on the basis of the published record would be unfair to the authors as 
well as to myself. The records suggest, however, that in addition to 
the cases reported as instances of monocytic leukemia, the same derma- 
tosis has been described under other diagnoses—usually that of atypical 
myelogenous leukemia. 

Because monocytes give a slightly positive reaction for oxidase 
they are at once called “premyelocytes” by many hematologists, who 

33. Tenenbaum, J. L.: Myeloid Leukemia of the Skin, Arch. Dermat. & Syph. 
10:557 (Nov.) 1924. 
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then are willing to consider a leukemic process such as has_ been 
described here to be myelosis, atypical myeloid leukemia or myelogenous 
leukemia of the “monocytoid type.” On the other hand, the monocyte 
has frequently been considered a large lymphocyte or a “lymphoidocyte,” 
and then the leukemia has been designated as one of lymphatic origin. 
If cytologic studies by the supravital technic can be used the so-called 
atypical cells can readily be classified. 

Although the diagnosis of any leukemia must rest on the differential 
blood picture, the condition in my case 2 was thought to be leukemia 
cutis of the monocytic type before the blood count was made, so char- 
acteristic were the medical and dermatologic signs. It would seem, 
then, that the recognition of methods by which the monocytic leukemias 
may be differentiated from other forms is a step forward in the classi- 
fication of these dermatoses. 

SUMMARY 

In the two cases of monocytic leukemia reported here there was 
a diffuse exanthematous eruption consisting of slightly red macules and 
papules changing to slate-blue and firmer pale papules which lay deeper 
in the skin. Larger nodular lesions were also present, some of which 
underwent central necrosis. Many of the lesions were transient. 

On histologic examination these lesions were seen to have a collec- 
tion of cells with the characteristics of monocytes located chiefly about 
the small vessels and apparently developing from cells located in the 
adventitia. In addition, accumulations of cells were noted about the 
glands and between the collagen bundles. Bluish maculopapular lesions 
which resembled purpura were not found to contain extravasated red 
blood cells on section. 

Clinically and histologically these lesions seem similar to those 
described in previously reported cases of monocytic leukemia. Similar 
lesions have been reported in other cases of leukemia which, though 
called by another name, may well have belonged to the group discussed 
here. 

It seems, then, that this third form of leukemia, known as monocytic 
leukemia, gives rise to a clinical form of leukemia cutis as specific for 
this disease as are leukemia cutis universalis and leukemia cutis circum- 
scripta for lymphatic leukemia. 

Dr. Florence R. Sabin of the Rockefeller Institute and Dr. Charles A. Doan 
of the College of Medicine, Ohio State University, after study of the sections of 
tissue, the supravital preparations of the blood and the blood smears, corroborated 
the diagnosis of monocytic leukemia in these two cases. 


720 Stimson Building. 








CUTANEOUS MONILIASIS ASSOCIATED WITH 
ORAL THRUSH 


AN UNUSUAL CASE 
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BOSTON 


Infections of the skin due to Monilia have been recognized as such 
only since 1914. The majority of the lesions have been present in 
areas where the skin is more or less constantly moist or in the vicinity 
of the finger-nails. Strains of Monilia have been demonstrated in 
perleche,' intertrigo,” erosio interdigitalis,* dermatitis resulting from con- 


stant bathing,* chronic paronychia and onychia,® and other conditions.° 


The lesions of the skin are in general described as being papular, vesicu- 
lar, erythematous and scaling, one or several of these types usually 
being present in a single case. Markedly hyperkeratotic lesions are an 
unusual finding in infections due to Monilia, and involvement of the 
glabrous skin is also rare. A case presenting these two features was 
seen in the dermatologic department of the Boston City Hospital and 
because of the rarity of its manifestations was thought to warrant being 
reported. 

From the Skin Clinic and the Mallory Institute of Pathology of the Boston 
City Hospital. 
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to Monilia, with Experimental Observations, Arch. Dermat. & Syph. 26:451 
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REPORT OF CASE 


A white boy, aged 15, was admitted to the outpatient clinic of the dermatologic 
service of the Boston City Hospital on May 17, 1932, with a “horny” eruption 
on the face which had been present for eighteen months. Eight years before 
admission a series of “canker sores” had developed on his lips, gums and tongue, 
and during the following three years a thick white coating with small red patches 
formed on the mucous membrane. At several hospitals he received various types 
of treatment, among which were intravenous injections of neoarsphenamine, local 
applications of gentian violet, a diet of milk and inhalations of ethyl iodide, but 
no improvement resulted. Two years before his admission the skin at the base 
of the nail of the right forefinger became painful, and one year prior to admission 
a similar condition developed on each thumb, later showing marked swelling, thin- 











Fig. 1.—Photographs taken at the time of the patient’s admission to the derma- 
tologic clinic, showing the large crusted lesions on the face, the smooth tongue 
and the involvement of the right thumb and the index finger. 


ning and distortion of the nail. One and one-half years before admission, after 
he had taken a course of inhalations of ethyl iodide, a papular eruption appeared 
on his face, but it cleared up rapidly on cessation of treatment. The inhalations 
of ethyl iodide were then continued, and the eruption reappeared. It persisted 
after the treatment was stopped and spread over the nose and face, becoming 


crusted and showing small hornlike protuberances. 

On admission to the outpatient clinic, he showed heavy crusted lesions on the 
cheeks and the lips and a thick blackish-yellow crust over the nose. The nails 
on the right index finger and both thumbs had lost all of their true characteristics 
(fig. 1). The tongue was red and smooth, except for a few fissures, and showed 
grayish-white furred areas along its margins. Treatment consisted of soaks of 
“olive oil, heliotherapy for the face and the use of an alkaline mouth wash for 
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the lesions in the mouth. During the summer the lesions of the skin practically 
disappeared, but with the onset of fall there was a marked recurrence. 

Because of the progression of the lesions the patient was admitted to the 
hospital on Jan. 9, 1933. At this time physical examination revealed no abnor- 
malities except lesions of the face, neck, fingers and mouth. His temperature 
was 99 F.; the pulse and respiratory rates were normal; the urine was normal. 
The red blood cell count was 4,500,000; the white cell count was 10,600; a differ- 
ential count was normal. The lesions were distributed on both cheeks and occurred 
as a confluent dark brown, shell-like mass over the nose. They were superficial 
and surrounded by only a little inflammation. The thick, dry, brownish and 
irregular crusts were firmly adherent. A small amount of serum and_ blood 
escaped when the crusts were forcibly removed. The discrete lesions measured 
from 1 to 2 cm. in diameter and projected as much as 1 cm. above the surface 
of the skin. After the lesions healed, superficial pitted scars remained. The 
lesions on the neck were fewer and more scattered. The lips were slightly swollen. 
The mucous membrane of the mouth was deep pink with grayish-white patches. 
Except for a few deep, longitudinal furrows, the surface of the tongue was smooth 
and red with grayish-white furred areas. There was involvement of the terminal 
phalanx of each thumb, with marked furrowing, keratosis and distortion of the 
nail plate and a red bolster-like appearance at the base and at the sides. The 
lesions were not tender. The nail plate of the right index finger was furrowed 
and markedly thickened, and the adjacent soft tissue was thickened and red. 

Material from the lesions on the face was studied on two occasions and material 
from the mouth on four. Yeastlike organisms with well developed hyphae were 
present in direct smears from both sources, and cultures yielded an organism of 
the genus Monilia.. Agglutinations, carried out with the patient’s serum and the 
homologous organism and‘a‘strain of Monilia pinoyi, obtained from the American 
Type Culture Collection, showed a positive result with dilutions of from 1:1 to 
1: 320, inclusive. Skin tests were carried out by means of an intradermal injec- 
tion of 0.1 cc. of a nucleoprotein fraction prepared from a monilia of the same 
type which had been isolated from a patient with pulmonary infection. The result 
was negative. 

A crust was removed from the neck for pathologic examination. The specimen 
was fixed in Zenker’s solution and embedded in paraffin, and the sections were 
stained with phloxine and methylene blue and the Gram-Weigert stain. On 
microscopic examination the epidermis showed extensive hyperkeratosis and an 
occasional area of edema. There was a marked downward growth of the rete 
malpighii. Large numbers of lymphocytes and plasma cells and a rare giant cell 
of the foreign body type were present in the corium. There were a few clusters 
of cocci in the superficial zone of the area of keratosis, but no yeastlike organisms 
could be demonstrated. 

Treatment was of a mild type and consisted chiefly of applications of hydrous 
wool fat or boric acid ointment and ultraviolet irradiation. After thirty-three days, 
the patient was much improved and was discharged to the outpatient department. 
Treatment with ultraviolet rays was continued, a diet rich in vitamins and local 
applications of salicylic acid and sulphur ointment were given (fig. 2). 

The patient was admitted to the hospital on June 26, 1933, with the complaint 
of a cold and severe cough of ten weeks’ duration and profuse sweating for four 
weeks. Physical examination showed a skin that was clear except for superficial, 
pitted scars over the nose and cheeks. The mouth showed a patchy, white, slightly 
raised membrane opposite the line of closure of the teeth on the buccal mucosa of 
the cheek, in the buccal alveolar folds and on the fauces and the soft palate. The 
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tongue showed similar patches on its margins and also deep fissuring. There were 
signs of massive consolidation of the lower lobe of the right lung. Smears of 
sputum stained for Bacillus tuberculosis showed numerous acid-fast rods on eight 
occasions. Only rarely was a yeastlike cell seen. The patient died twenty-nine 
days after admission. The clinical diagnoses were: acute tuberculous pneumonia 
and old moniliasis of the face and mouth. Autopsy was not performed. 


MYCOLOGIC STUDIES 


Material for cultures and smears was taken from beneath the crusts of the 
lesions on the face and from the fingers and the mouth. The smears when stained 
by Gram’s method showed numerous thick, gram-positive hyphae and a number 


~ 





Fig. 2.—Photograph taken a short time after the patient’s discharge from the 
hospital to the outpatient clinic, showing clearing of the lesions and the ail, 


superficial scars that remained. 


of single and budding cells. Similar organisms were predominant in material 
taken from the mouth. Exudate which was pressed from the nail bed showed 
numerous gram-positive cocci and Staphylococcus aureus on smear and on culture, 
but no yeastlike organisms either on smear or on culture. Cultures of material 
from the lesions of the mouth and the face were made on Sabouraud’s maltose 
agar and typical yeastlike fungi were obtained. Laboratory procedures to deter- 
mine the morphology, cultural characteristics and pathogenicity of these fungi may 
be summarized as follows. 


Cell Morphology.—The cultures that had been grown for forty-eight hours at 
5 C. on Sabouraud’s maltose agar and in plain bouillon and observed in 


a 
I. 


hanging-drop preparations were seen to be composed of round or slightly oval, 
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single and budding cells and a few short, thick hyphae. The cells were from 
5 to 10 microns in diameter. After further incubation the hyphal threads became 
numerous and showed definite segmentation and oval conidia that were from 2 
to 5 microns in greatest diameter. 

Mycelia Production—A fine fringe of mycelia appeared around the colonies on 
Sabouraud’s maltose agar at the end of five days’ incubation and then gradually 
widened to an eccentrically arranged border measuring, in some instances, 1 cm. 
in width in its thickest portion (fig. 3). The production of mycelia was also 
studied in gelatin stab cultures. After seven days’ incubation at room temperature, 
the cultures showed mycelia growing laterally in a typical inverted “pine-tree” 
arrangement. Long mycelial threads were observed microscopically, and at regular 
intervals along them were spherical clusters of from twenty to thirty conidia. 


‘ 








Fig. 3—Culture on Sabouraud’s maltose agar (eight days’ incubation), showing 
fringes of mycelia about the colonies. 


Ascospore Production—No ascospores could be found on the surface of the 
I 


gelatin stab cultures after seven days’ incubation. 

Cultural Characteristics—The colonies‘at the end of from seventy-two to 
ninety-six hours’ incubation at 37.5 C. were round, slightly conical, smooth and 
ivory white and measured from 0.3 to 0.5 cm. in diameter. In plain bouillon the 
growth was abundant in the bottom of the tube with clear fluid above. No ring 
or pellicle was formed. 

Sugar Fermentation.—The sugars used were fractionally sterilized at 100 C. 
in 10 per cent solutions and then added to sterile peptone water containing 
Andrade’s indicator so as to make 1 per cent of carbohydrate in each tube. Con- 
trol tubes consisted of the peptone water base inoculated with the fungus. Trans- 
plants were made from the growth on plain agar slants after forty-eight hours’ 
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incubation at 37.5 C. Dunham tubes were used for showing the formation of gas. 
Readings were made at the end of two, three, five and seven days’ incubation at 
37.5 C. Those taken on the fifth and seventh days were identical and were accepted 
as the characteristic fermentations. The results were as follows with organisms 
from lesions of the mouth and the skin: Acid and gas were produced in dextrose, 
levulose, maltose and mannose; acid was produced in saccharose and galactose, 
and no acid or gas, in lactose, raffinose and rhamnose. 

Growth in Milk.—A special medium of milk containing 10 per cent calcium 
lactate was prepared according to the method described by Stovall and Bubolz* 
and inoculated with 0.1 cc. of a suspension in saline solution of organisms from a 
Sabouraud agar slant culture. These cultures were incubated for one week at 
37.5 C., and no coagulation was observed. 

Virulence—Approximately 100,000,000 organisms were injected intravenously 
into the ears of rabbits. Death occurred on inoculation with organisms isolated 
from both the face and the mouth in from three to six days. At autopsy numerous 
abscesses were found in the kidneys, and microscopic studies showed single and 
budding yeastlike cells and short hyphae in the lesions; blood cultures showed 
negative results; cultures from the kidneys revealed an organism identical with 
that which was originally injected. 


Summary.—To summarize, the organisms from lesions of the mouth 
and the face showed the following characteristics: They (1) were 
yeastlike in structure, (2) produced segmented mycelia, (3) did not 
form ascospores, (4) fermented certain sugars with the formation of 
acid and gas, (5) did not coagulate milk and (6) were pathogenic for 


rabbits. 

The first four of these characteristics are specific for the genus 
Monilia or Parasaccharomyces. In view of their pathogenicity for 
rabbits, as well as the fermentations of sugar, the fungi may be placed 
in the group Parasaccharomyces, described by Nye. Except for the 
fact that no formation of gas was observed in galactose, these organisms 
might be positively identified as Monilia, type II, described by Stovall 
and Bubolz,’ which includes, among other species, Monilia albicans 
Craikii, Monilia psilosis Ashfordii and Monilia pinoyi Castellanii. Since 
the most characteristic biochemical reactions are obtained in maltose 
and saccharose, the organism would seem to belong to Monilia, type II, 
in spite of the failure to form gas when grown in galactose. The species 
Monilia albicans, described by Benham,* presents the same mycologic 
aspects as the organisms isolated in this case. 


COMMENT 


One other case identical in its clinical picture with that described 
here has been reported by Pels, Dresel and Salinger.’ 


7. Stovall, W. D., and Bubolz, A. A.: Yeast-Like Fungi: Differential Char- 
acteristics and Case Reports, J. Lab. & Clin. Med. 18:890 (June) 1933. 

8. Benham, R. W.: Certain Monilias Parasitic on Man; Their Identification 
by Morphology and by Agglutination, J. Infect. Dis. 49:183 (Sept.) 1931. 

9. Pels, I. R.; Dresel, I., and Salinger, R.: An Unusual Eruption Due to an 
Organism of the Monilia Group, Arch. Dermat. & Syph. 14:280 (Sept.) 1926. 
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The patient, aged 7 years, had had thrush in his mouth since the age of 9 
months and shortly afterward lesions had developed on the scalp and the face. 
When he was 4 years old the eruption on the skin began to spread until finally 
the whole face, a greater portion of the scalp and portions of the neck and the 
chest were covered with thick brown crusts. After an injury to one of his thumbs 
when he was 3 years old chronic paronychia and onychia developed. Histologically 
the lesions were identical with those in our case, and no fungi were demonstrated. 
Cultures and direct preparations from the scales and the hair, scrapings from the 
thumb and material from the tongue yielded an organism of the Monilia group. 
Serum from the patient agglutinated the organism in dilutions up to 1:75. Treat- 
ment consisted at first of softening the lesions with bland oils, after which an 
ointment containing salicylic acid and sulphur was applied. Later, six roentgen 
ray treatments were given on the cheeks and the ears at intervals of from five to 
seven days. Potassium iodide was administered irregularly in doses of 2 grains 
(0.13 Gm.) each, three times daily. A mild antiseptic mouth wash was used. 
Considerable improvement was noted, especially in the areas that had been irradi- 
ated. Subsequently, however, severe diarrhea developed, and the patient became 
weak, lost weight and was admitted to the hospital with anemia, leukopenia, a 
palpable spleen and a temperature of from 100.2 to 104 F. Death occurred a few 
weeks later. Necropsy revealed multiple masses with yellow necrotic centers 
throughout both lungs, enlargement of the spleen, of the liver and of the mesenteric 
lymph nodes and thickening of the wall of the large intestine with purulent 
material on the mucosal surface. No diagnoses accompanied the report of the 
necropsy. 


Smith '® has reported on patients in West Africa who presented 
crusting impetiginous lesions of the face, associated with erythematous 
vesicular lesions of the scrotum and sometimes of the body, from which 
he recovered a yeastlike organism which showed hyphae in direct prepa- 
rations and which he identified as Monilia. Budding forms were dem- 
onstrated in microscopic sections and were found chiefly in hair follicles. 
No mention of lesions in the mouth was made. 

The occurrence of an eruption on the face following the presence 
of lesions in the mouth after so long an interval is difficult to explain. 
Secondary infection of lesions of different etiology is a possibility. 
Infections of normal glabrous skin rarely occur, but, as has been fre- 
quently stated, some previous disposing factor is almost always present." 

The relationship of a yeastlike organism to a lesion of the skin or 
to any other lesion is often difficult to demonstrate conclusively. Direct 
preparations are stressed by many as being of paramount importance, 
and the presence of mycelia in such preparations is considered by some 


10. Smith, E. C.: Dermal Moniliases Among Natives of West Africa, Tr. 
Roy. Soc. Trop. Med. & Hyg. 21:125 (Aug.) 1927. 

11. Miller, H. E.: Monilia Infections of the Skin, California & West. Med. 
35:92 (Aug.) 1931. Hopkins, J. G.: Moniliasis and Moniliids, Arch. Dermat. & 
Syph. 25:599 (April) 1932. MacLeod, J. M. H.: Observations on Some Skin 
Affections Due to Yeast-Like Fungi, Brit. M. J. 1:1119 (June 21) 1930. 
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to be proof of the etiologic relationship.’* However, there seems to 
be no logical reason for considering this finding to be of such positive 
value. The agglutination reaction with the patient’s serum was much 
higher than that with that of any of the twenty-five controls, one of 
which showed the highest titer at a dilution of 1:80. The presence 
of Monilia on normal skin has been described, but recently Benham and 
Hopkins '* have shown in cultures of the skin of one hundred persons 
that types other than that of Monilia albicans could be recovered, but 
that the latter type (to which our organism belongs) could not be 
demonstrated in a single case. With this limited series it is of course 
impossible to draw too specific conclusions, but the observation makes 
exceedingly questionable the general assumption that Moniliae of all 
types are common inhabitants of the normal skin. 


SUMMARY 

The case of a patient with Moniliasis showing markedly hyper- 
keratitic lesions on the face is presented. 

Mild, general forms of therapy proved effective in the treatment 
of the lesions of the skin, whereas inhalations of ethyl iodide had no 
effect. 

It is stressed that a type of Monilia isolated in this case is not usually 
present on normal skin. 


12. Becker, S. W., and Ritchie, E. B.: The Role of Yeasts in the Production 
of Superficial Dermatitis, Arch. Dermat. & Syph. 22:790 (Nov.) 1930. Shelmire, 
B.: Thrush Infections of the Skin, Arch. Dermat. & Syph. 12:789 (Dec.) 1925. 

13. Benham, R. W., and Hopkins, A. M.: Yeastlike Fungi Found on the 
Skin and in the Intestines of Normal Subjects: A Survey of One Hundred Per- 
sons, Arch. Dermat. & Syph. 28:532 (Oct.) 1933. 








CORRECTION 


In the report of the October 1934 meeting of the New York Dermatological 
Society (ArcH. Dermat. & Syren. 31:429 [March] 1935), the term “potassium 
dichromate” in Dr. Fred Wise’s discussion of the paper by Dr. Joseph J. Eller, 
on page 435, should read “chromium sulphate.” 











FUNGISTATIC AND FUNGICIDAL EFFECTS OF TWO 
WOOD-PRESERVING CHEMICALS ON HUMAN 
DERMATOPHYTES 


ORTHO (2 CHLOROPHENYL) PHENOL SODIUM AND TETRA- 
CHLORPHENOL SODIUM 


LESTER M. WIEDER, M.D. 


MILWAU KEE 


Since the medical profession has taken cognizance of the large and 
increasing number of dermatoses of fungous origin, interest in their 
therapy has grown apace, further stimulated by the realization that as 
yet no highly specific drugs have been developed which yield even 
reasonably satisfactory results in all proved cases of fungous dermatitis. 
Continued study of the behavior of various drugs toward pathogenic 
fungi in the laboratory has served to increase the conviction that many 
factors other than the specific toxicity demonstrated in the test tube 
determine the clinical usefulness of a fungicide. Among such factors 
are included its tolerance by the human skin in concentrations permitting 
appreciable fungicidal action, its inactivation by various vehicles, the 
possibility of actual penetration of the chemically active substance to 
the layers of the epidermis which contain the actively growing organ- 
isms and its specificity or lack of toxicity for the species of fungus 
present. 

The discouraging divergence that often exists between the effects 
of a fungicide in vitro and in the actual treatment of uncomplicated 
lesions of fungous origin, even when the drug is used in a concentration 
many times the fungicidal value demonstrated for that organism in the 
test tube has led to some interesting and ingenious methods for testing 
fungicidal power which attempt to parallel more closely than did pre- 
vious tests the conditions present in the human skin. Undoubtedly in 
the future a method will be found which is superior to those now com- 
monly used as a routine for the comparison of the effectiveness of 
fungicidal drugs. Although no such method has been perfected for 
description here, certain valid objections to the formerly accepted tests 
for fungicidity will be pointed out and other methods suggested as 
substitutes. It is to be stressed that, for the present at least, new drugs 
for the treatment of dermatophytosis must be evaluated in practice 
rather than in the laboratory. Laboratory investigations, however, may 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, Inc., New York, June 8, 1934. 
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continue to furnish interesting and useful hints concerning drugs to be 
tried clinicaily. 

My interest in the fungus-destroying properties of the drugs under 
consideration was first stimulated by a report concerning their effective- 
ness in preventing the growth of certain molds which cause discoloration 
and decay in newly cut woods, often rendering them commercially 
valueless as lumber. The problem of overcoming the monetary loss 
thus caused in the lumbering industry has for many years created a 
situation closely akin to the quest for new and more effective drugs 
for combating the dermatophytes occurring in man. This has led to 
extensive investigations by the United States Department of Agriculture 
of nearly all the drugs, with the exception of the dyes, which are com- 
monly used in the treatment of dermatophytosis in man and of many 
others to which I was unable to find reference in the literature as having 
been considered for use in the treatment of human beings. 

While the molds causing staining and destruction of woods are of 
various genera and species, Ceratostomella pilifera and Fomes annosus, 
as representatives of the groups of the sap-staining and the wood- 
destroying fungi, respectively, have been employed, according to reports 
to the American Wood Preservers’ Association, as standards for use in 
toximetric tests. 

Hatfield * tested these and other molds having similar properties 
with twenty-five chemicals submitted as possible wood preservatives to 
the Bureau of Plant Industry, Department of Forest Pathology, of the 
United States Department of Agriculture. These substances included 
various ethyl and phenyl mercuric compounds, several benzene deriva- 
tives, sodium fluoride, formaldehyde, copper oxychloride, amy] salicylate, 
butyl cresolate, butyl phenolate and others. In the entire group the 
toxicity of one of the benzene derivatives, tetra-chlorphenol, exceeded 
that of all of the other chemicals used, being approached only by that 
of ammonium arsenous trioxide and of three of the ethyl mercuric salts 
(ethyl mercuric sulphate, ethyl mercuric phosphate and ethyl mercuric 
chloride). As in comparable work with the dermatophytes occurring in 
man, Hatfield was careful to stress the fact that field work is necessary to 
demonstrate the value in practice of the drugs tested in the laboratory. 

Later, further experiments, according to the standardized method 


suggested by Schmitz* for toximetric study of wood preservatives, 
were carried out by Hatfield * with over eighty additional chemicals and 


1. Hatfield, Ira: Recent Experiments with Chemicals Suggested for Wood 
Preservation, Proc. Am. Wood Preservers’ A. 27:304, 1931. 

2. Schmitz, Henry, et al.: A Suggested Toximetric Method for Wood Pre- 
servatives, Indust. & Engin. Chem. (Anal. Ed.) 2:361, 1930. 

3. Hatfield, Ira: Further Experiments with Chemicals Suggested as Possible 
Wood Preservatives, Proc. Am. Wood Preservers’ A. 28:330, 1932. 
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nine test organisms, including the two previously mentioned. Schmitz’ 
method consisted of the implantation of an inoculum of the test 
organism 1 by 1 cm. on a plate of 2.5 per cent maltose agar which had 
been medicated in the desired concentration with the chemical to be 
tested ; after incubation at 25 C. for fourteen days, the inoculum from 
the plates that had failed to show growth was transplanted to a non- 
medicated maltose agar plate and observed for fourteen days. Failure 
to obtain growth on either plate was accepted as evidence of fungicidity ; 
growth on the nonmedicated but not on the medicated plate indicated 
a fungistatic effect only, and growth on the medicated plate indicated 
complete failure of the drug, in the concentration used, to affect the 
growth of the fungus. In Hatfield’s earlier work, previously mentioned, 
the same test method was employed, except that the periods of observa- 
tions of the plates were twenty-one days. 

The list of chemicals tested, which is too long for enumeration 
here, included such active fungicides as thymol, formaldehyde and 
many of the organic preparations of mercury. In these tests the fungi- 
cidal activity of tetrachlorphenol sodium was exceeded only by that of 
phenyl mercuric nitrate and of phenyl mercuric chloride; ortho 
(2 chlorophenyl) phenol was also found to be highly toxic but rela- 
tively insoluble, though the later use of its sodium salt demonstrated 
its solubility to be well within the limits suitable to effective use in 
the field. 

Lindgren * and his associates carried out extensive tests consisting 
of the dipping of freshly cut lumber for fifteen seconds into solutions 
of various concentrations of more than one hundred organic and 
inorganic salts of the heavy and alkaline metals, of the benzene deriva- 
tives, of the organic mercurials and nearly all of the drugs commonly 
used in the treatment of dermatophytosis in man with the exception of 
the dyes and the volatile oils. The material which had been dipped in 
these solutions was then compared with the untreated test material for 
the appearance of molds, and the results were tabulated. Of the entire 
group, sodium borate, ethyl mercuric chloride, ethyl mercuric phosphate, 
tetra-chlorphenol sodium and ortho (2 chlorophenyl) phenol sodium were 
found to be the most satisfactory in preventing the development of 
molds. 

Further testing on a commercial scale, according to Chapman and 
Scheffer,’ showed that ethyl mercuric chloride and tetra-chlorphenol 
sodium were effective in controlling the development of molds both on 


4. Lindgren, R. M.; Scheffer, T. C., and Chapman, A. D.: Tests of Chemical 
Treatments for Control of Sap Stain and Mold in Southern Lumber, Indust. & 
Engin. Chem. 25:72, 1933. 

5. Chapman, A. D., and Scheffer, T. C.: New Chemical Treatment for the 
Control of Sap Stain and Mold, South. Lumberman, May 15, 1933. 
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pine and on hardwoods, whereas a number of chemicals had previously 
been found to be effective in the treatment of one or of the other but 
not of both. However, both ethyl mercuric chloride and ethyl mercuric 
oleate were less effective than tetra-chlorphenol sodium in controlling 
the wood decay leading to fungous growth. For the permanency of their 
effect, likewise, tetra-chlorphenol sodium and ortho (2 chloropheny!) 
phenol sodium were found to be definitely ‘superior to the mercurials. 
Although irritation of the workmen’s hands was noted when these 
materials were carelessly handled, the effects were less severe than 
from those produced by many of the other commercial preservatives 
previously used. 

A review of the literature on the therapy of dermatophytosis in man 
did not indicate that the effect of these chlorinated phenols on human 
dermatophytes had been previously studied, either in the laboratory 
or in practice. Because of the favorable showing made by these sub- 
stances in the control of wood-destroying fungi, it was considered 
worth while, in view of the present inadequate means of treating fun- 
gous disease in man, to determine their status in the control of fungi 
pathogenic to human beings. With this aim in view, it was decided 
first to test the drugs directly in the laboratory against a group of test 
organisms commonly observed in practice and then to employ them 
tentatively in treatment in selected cases in an attempt to determine 
the best method of their application, the concentrations which are toler- 
ated and other factors in their use. 

A review of the literature on the therapy of dermatophytosis in man 
fungicidity of drugs in dermatologic practice revealed that, whereas 
fungistasis can be fairly readily determined with reasonable accuracy, 
many tests which were interpreted in the past as indicating a fungicidal 
effect in reality probably indicated only a fungistatic action. Through- 
out the literature one finds accepted as evidence of fungistasis failure 
of an organism, whether in the form of a solid inoculum or of loops 
of a liquid suspension, to grow when planted on a medicated solid 
medium of specified concentration. With minor modifications, this 
method has been the basis of practically all of the chemotherapeutic 
work done with molds to the present time. 

This method is undoubtedly reasonably accurate. However, trans- 
plants from a liquid suspension would probably yield more consistent 
results than those from a solid inoculum. As arguments against the 
use of the solid inoculum may be cited the findings of Leonian,® who 
showed that such factors as the thickness of the unmedicated medium 
substrate which is transferred with the fungus mat and even the position 


6. Leonian, L. H.: Effect of Position of Inoculum on Growth of Some 
Trichophytons in the Presence of Dyes, Arch. Dermat. & Syph. 25:1016 (June) 
1932. 
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of the inoculum on the new medium may influence growth. The 
unmedicated medium substrate when transplanted with the inoculum 
nourishes the organism through the “lag period” after its transplanta- 
tion, during which period the organism with a thinner substrate is 
rapidly overcome by the more rapid diffusion of the test drug through 
the substrate. The thick substrate, however, allows such a slow dif- 
fusion of the drug that by the time the drug reaches the fungus in 
an appreciable concentration the latter has survived the lag period and 
has adapted itself to the gradually increasing concentrations of the 
drug. By avoidance of the use of the mat inoculum, it should be 
possible to eliminate this source of error. Another source of variability 
in results, even more applicable in the tests for fungicidity, depends, 
as has been noted by Schamberg and his associates,’ on the age of 
the culture from which the transplant is made. The divergence in the 
results obtained by different workers would undoubtedly be reduced if 
test organisms were grown under identical conditions of temperature 
and with similar mediums and if cultures of uniform age were used 
for test purposes. 

The chief criticism of the methods commonly employed in the past 
for the testing of fungicidity is that they were in some instances merely 
modified tests for fungistasis. With the usual procedure, a suspension 
of the test organism was mixed with a solution of the test drug in 
a concentration thought to be fungicidal for the organism. Transplants 
of the medicated suspension were then made at stated intervals by means 
of a platinum loop to a nonmedicated Sabouraud medium, and the 
cultures were observed for growth. No uniformity of the conditions 
of incubation of the tubes following the transplantation of the medi- 
cated suspensions of fungi is indicated in the literature, and the failure 
of growth to appear after from four to fourteen weeks, according to 
different authors, is accepted as indicating the destruction of the test 
organism by the drug. 


* in regard to the testing of 


As has been pointed out by Emmons 
drugs for fungicidal power, and as indicated earlier by Anderson and 
McClintic * in connection with their determinations of the bactericidal 
effects of drugs, the growth-restraining effect of minute amounts of 
a highly potent chemical carried over by the platinum loop with the 
test organism may lead to gross error in the estimation of the true 


7. Schamberg, J. F.; Brown, Herman, and Harkins, M. J.: The Chemo- 
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Laboratory Bulletin 82, 1912. 
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destructive effect of the drug on micro-organisms. This is especially 
applicable to work with the fungi, in which the almost universal use of 
Sabouraud’s medium leads directly to this source of error, in that the 
loopful of the medicated fungus suspension carries over the drug as 
well as the organism to the surface of the solid medium. Thus, even 
though the organism has not been killed, its further growth is arrested 
by the continued fungistatic action of the test drug which infiltrates 
the medium in its immediate vicinity. 

This source of error may be modified by a number of factors, such 
as the solubility of the drug and its rate of diffusion into the medium, 
the degree of moisture on the surface of the medium and the volatility 
of the drug. These factors constitute highly complex problems and, 
in view of the uncertainty of many of the other factors in the chemo- 
therapeutic work with fungi, they need not be considered here. How- 
ever, in testing the action of tetra-chlorphenol sodium and of ortho 
(2 chlorophenyl) phenol sodium against a group of common dermato- 
phytes, it was considered advisable to attempt to evaluate the error 
resulting from testing for fungicidity by direct transplantation of medi- 
cated fungus material on Sabouraud’s medium. 
as well as that proposed by 


0 


The method of Myers and Thienes,' 
Emmons,® avoids this source of error. The first method consists of: 
(1) the mixture of a twenty-four hour broth culture with a solution 
of the fungicide in the proper proportions to give the desired dilution ; 
(2) at stated intervals subculture on broth, (3) incubation for twenty- 
four hours at 35 C., and (4) subculture on Sabouraud’s medium. 
Emmons’ method requires the preparation of a gauze-filtered suspension 
of spores, numbering 10,000+ per cubic millimeter, in a physiologic 
solution of sodium chloride. Ten cubic centimeters of a selected dilu- 
tion of the test drug is then placed in a water bath at 20 C., and 0.1 cc. 
of the spore suspension added; transfers of this material are made to 
dextrose broth at stated intervals. In the tests for the fungicidity of 
mercurials, compounds of silver, iodine and dyes, about 1 cc. of the 
dextrose broth culture is poured into a fresh tube of broth in order 


to minimize the factor of the “carry-over” contamination of the medium 
by the drug, and this culture is then observed for growth. A spore sus- 
pension is used in order to ascertain that large numbers of spores are 
killed and not merely masses of less resistant hyphae accompanied by 
a few spores. 

While Emmons’ method appears to eliminate the objectionable 
features of the older test methods previously enumerated, it is probably 
more meticulous for practical purposes than the variability in many 


10. Myers, H. B., and Thienes, C. H.: Fungicidal Activity of Certain Oils 
and Stearoptens: Their Comparative Toxicity on a Pathogenic Yeast-Like Organ- 
ism, J. A. M. A. 84:1985 (June 27) 1925. 
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of the other factors in fungus culture seems to warrant at this stage 
of development of the chemotherapeutic study of fungous diseases. 
The method of Myers and Thienes is simpler and fulfils essentially 
the same requirements. Hence, with certain modifications, this general 
method was selected for testing the fungicidal effect of tetra-chlorphenol 
sodium and of ortho (2 chlorophenyl) phenol sodium. 


FUNGISTATIC TEST 


For the purpose of testing the fungistatic effect of the two drugs, the medium 
(Pennsylvania type) was medicated and seeded, according to the original method 
suggested by Schamberg and Kolmer,!! by organisms transplanted from a five day 
old culture in 2 per cent dextrose broth which had been incubated at 35 C. Trans- 
plants to nonmedicated Sabouraud medium from these cultures invariably produced 
luxuriant growths in control subcultures, either at room temperature or after 
incubation at 35 C. All subcultures on the medicated medium were observed for 
six weeks, and in the cases in which a normally rapid growth did not take place 
on the control tubes the experiment was repeated. The concentrations of the 
drugs necessary to restrain growth, as recorded in the tables, are maximum 
values, since in the case of the high dilutions it was not attempted to determine 
the fungistatic value closer than within the limits of from 10 to 20 per cent, but 
in the cases in which the effect was less marked, the values were determined within 
the variations of from 5 to 10 per cent. 


FUNGICIDAL TESTS 


In the performance of the fungicidal tests, 1 cc. of a thoroughly agitated 2 per 
cent dextrose broth culture, incubated for five days at 35 C., was mixed with an 
aqueous solution of the test drug in proportions to yield the desired concentration 
of the drug in the final mixture. The five day culture was chosen because a 
larger number of spores were present than in the one day cultures which Myers 
and Thienes employed, and it therefore might be more resistant to the test drug. 
Transfers with the platinum loop were then made simultaneously after fifteen, 
thirty and sixty minutes, respectively, to nonmedicated tubes of 2 per cent dextrose 
broth and to Sabouraud’s medium. Three or four loopfuls of material were used for 
each transfer, and an additional loopful was examined microscopically to ascertain 
that a sufficient amount of fungus material was carried over in each subculture. 
In none of the concentrations did the drug produce fragmentation or other morpho- 
logic change which was perceptible under the microscope during the period of 
direct exposure of the organism to the drug. 

Following the transfer of the treated organism the tubes were incubated at 
35 C. for five days and thereafter kept at room temperature. At this point sub- 
cultures were made from the tube of dextrose broth to an additional tube of 
Sabouraud’s medium which was in turn incubated. All three tubes were then 
observed for evidences of growth of the organism. 

The purpose of the original transfer to both the solid and the liquid medium 
was the direct evaluation of the error resulting from the determination of the 
fungicidal effect by the use of a solid medium alone, an error which is readily 


11. Schamberg, J. F., and Kolmer, J. A.: Studies of the Chemotherapy of Fun- 
gus Infections, Arch. Dermat. & Syph. 6:746 (Dec.) 1922. 
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demonstrated by comparison of the values in the columns of the tables under the 
captions “Broth Culture” and “Direct Agar Culture.” 

The purpose of making the subculture from the broth tube to the second tube 
of solid medium was twofold. First, if macroscopically perceptible growth occurred 
in the tube of broth, a subculture to agar was considered advisable in order to 
compare the morphologic appearance of the organisms in the fresh growth on 
the solid medium with that of the spores in the original stock culture. Second, 
if no perceptible growth occurred in the broth tube, subcultures were made to 
solid mediums in the expectation that if viable spores or hyphae were present in 
the broth but had failed to grow in that medium they might on transfer produce 
colonies on the Sabouraud medium. This method of checking results thereby 
eliminates another source of error in mistaking fungistasis for fungicidity. 

When no growth occurred in either the broth tube or the subculture on 
Sabouraud’s medium, the broth culture was examined microscopically after six 
weeks. These examinations revealed no intact mycelia in any case except that 
of Sporotrichum Schenckii. In several instances intact mycelia of this organism 
were present in the broth after six weeks, even though no grossly visible growth 
was noted in the culture and no growth had taken place in either of the tubes of 
Sabouraud’s medium. In these instances the concentration of the drug used was 
recorded as not being fungicidal for the organism. 

The test organisms employed consisted of four strains of Trichophyton inter- 
digitale, one of Trichophyton gypseum-granulosum and one of Sporotrichum 
Schenckii, furnished by Dr. Fred Weidman and, as well, a strain of T. inter- 
digitale and one of Monilia albicans from other sources. 


COMMENT 


Examination of corresponding columns of the two tables shows 
that there is a striking difference in the potency of the two drugs, 
and, moreover, that there is no uniformity in this difference for all 
species of organisms. It is to be noted that, although in the case of 
the W-1 strain of T. interdigitale the fungistatic and fungicidal values 
of the two drugs are nearly equal, in that of T. interdigitale 1894 
tetra-chlorphenol sodium has many times the fungicidal value of ortho 
(2 chlorophenyl) phenol sodium. These discrepancies illustrate the 
extreme variability in the reactions of organisms of the same strain 
and the impossibility of predicting their behavior under given conditions. 
It is of interest to note here, in relation to the divergence in the sus- 
ceptibility of different strains of the same organisms to the two drugs, 
that the tests were carried out on organisms from the same mother 
culture with the two drugs simultaneously in order to avoid the error 
of testing the effect of similar concentrations of the two drugs on the 
same organism at different stages of its capacity for growth. 

A comparison of the cultures on broth and those made directly on 
agar at the same time shows a marked difference in the accuracy of 
these two methods. Although in some instances growth appeared in 
both of the cultures which had been exposed to the same concentration 
of the drug, in numerous other cases, for example, with T. interdigitale 
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1043 and 2136, which had been exposed to tetra-chlorphenol sodium and 
of T. interdigitale 2193, exposed to ortho (2 chlorophenyl) phenol sodium, 
the concentration necessary to kill the organisms in the broth culture 
was twice that required by the suspension directly transplanted to the 
solid medium. A peculiar variation is shown in the behavior of M. 
albicans H-1 to ortho (2 chlorophenyl) phenol sodium. Growth 
occurred on broth after fifteen minutes’ exposure to the drug in dilu- 
tions as high as 1:700, but after an exposure of thirty minutes 
dilutions as high as 1:6,000 killed the organism. It is to be noted 
also that on the agar tube planted directly from the medicated suspen- 
sion growth did not appear after a fifteen minute exposure with a 
dilution as high as 1:5,000. This variation is a striking example of 
fungistasis, which without the results in the accompanying control tube 
of broth culture might be misconstrued as a fungicidal effect. Repeti- 
tion of this series of experiments gave directly comparable results. 


This variation might be ascribed to a characteristically slow diffusion 
of the drug into the surrounding medium, whereby a high concentration 
is maintained in the vicinity of the transplanted organisms. However, 
this supposition is not substantiated by the rather small deviation 
between the growth on broth and that on agar of most of the other 
organisms exposed to the action of this drug and of those treated with 
tetra-chlorphenol sodium. That the latter is water-soluble is a further 


point against the explanation. 

The almost uniform similarity of the figures in the corresponding 
columns under the captions “Broth Culture” and “Broth to Agar Sub- 
culture” is striking. In practically every instance in which visible 
growth took place in the broth culture the material transplanted from 
it was capable of producing colonies on the agar tube. As a routine 
procedure this subculture was for the most part useful only for the 
purpose of comparing the colony with the original stock culture. Beyond 
a comparison of the most grossly apparent characteristics of these cul- 
tures, no special work was done to determine the effect of the drug 
on the future growth of the organism. In an occasional instance, as 
in that of T. interdigitale 2193 and of T. interdigitale W-1 (table 1), 
the subculture made from broth to agar was of value in indicating 
the exact concentration which was fungicidal for the organism. These 
strains showed growth in the broth to agar subculture after exposure 
to appreciably higher concentrations than those required in the broth 
culture and after exposure to concentrations from 50 to 100 per cent 
stronger than those after which growth appeared in the direct agar 
culture. 

While it is not the purpose of this work to attempt more than the 
broadest generalizations, based on very limited experience, in regard to 
the chemotherapy of fungi, it appears from the data presented that a 
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method for fungicidal tests, other than the commonly employed method 
of direct transfer of medicated suspensions or organisms to agar, should 
be employed in the future. 

It has been obvious for some time that the value of chemotherapeutic 
work with fungi is greatly limited by the dissimilarity of the condition 
of the organism and of its growth mediums in vivo and in vitro and 
that until a test method approaching clinical conditions is devised any 
approach to the problem is necessarily crude. During the experimental 
period necessary for the perfection of such a method, it appears undesir- 
able that any standardization of test methods be attempted. However, 
as long as chemotherapeutic work continues to be done on artificial 
growth mediums which are not comparable to conditions in the human 
host, direct comparison of methods already in use and gradual elimi- 
nation of the inaccurate ones should be of value in simplifying further 
work in this direction. It might also be conducive to greater direct 
comparability of the results of different workers if, though employing 
different drugs, a standard group of test organisms derived from the 
same original strains and cultured under uniform conditions were used 
by all of the workers. As matters now stand, the fungistatic and 
fungicidal values obtained for a given drug can be compared only with 
those obtained for other drugs by the same worker, employing the same 
species of organisms and similar test methods. This leads to much 
reduplication of effort with no common unit of value for the expression 
of results. 

It is freely conceded that laboratory investigation can do no more 
than furnish hints as to drugs which may be worth trying in practice. 
With the increasing number of available organic antiseptics, however, 
continued chemotherapeutic work is of value for the indication of the 
gross differences in fungicidal activity which may appear under identical 
conditions. 

CLINICAL CONSIDERATIONS 


Although the clinical use of the two drugs under consideration is 
not sufficiently extensive to permit valid deductions as to their ultimate 
value in the general management of fungous dermatoses, both seem, 
in general, to be well tolerated by the skin in concentrations of 1 per 
cent by weight when incorporated in an ointment. Tetra-chlorphenol 
sodium has been employed daily on the sole of the foot in a strength 
of 2 per cent over a period of several weeks without visible 
irritation. However, an aqueous solution of the same drug in a dilution 
of 1: 3,000, when used for the immersion of the finger-tips for fifteen 
minutes daily in the treatment of monilial paronychia and onychia, 
produced a mild recurrent inflammatory condition after approximately 
a week. The treatment was resumed on each occasion, however, with 
no increase in the irritative effect and with better clinical results than 
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those produced by a variety of other common fungicidal agents which 
had previously been employed in the treatment of the patient. 

The drug ortho (2 chlorophenyl) phenol sodium appears to be less 
effective in practice as well as in the laboratory than tetra-chlorphenol 
sodium, but it is possible that in other combinations or strengths than 
those already used it may appear to better advantage. Tetrachlorphenol 
sodium ointment in a concentration of 1 per cent by weight exerts 
a definite action on the superficial forms of dermatophytosis. In patients 
treated by daily inunctions of this preparation progressively degenera- 
tive morphologic changes in the fungi were noted on microscopic exami- 
nation of material from the affected areas. 

Tetrachlorphenol sodium, however, appears to have little or no kera- 
tolytic action, and in some cases it seemed to exert a keratoplastic effect. 
When reenforced by salicylic acid in a strength of from 3 to 5 per 
cent, its action on the more keratotic forms of dermatophytosis is 
improved, and no irritant effects were noted from this combination. 
The drug has a mild antipruritic effect, probably due to its phenol 
radical. There is the esthetic objection that when used too liberally 
it imparts a marked chlorine-like odor to the feet and stockings, espe- 
cially if the hygienic measures are not rigid. 

The number of cases observed does not permit a statistical statement, 
but it may be said that in a sufficiently large proportion of the patients 
treated with tetra-chlorphenol sodium the condition cleared up or showed 


an improvement sufficient to warrant the continued use of the drug in 
an effort to determine more exactly its value among the fungicidal 
agents now generally employed. 


ABSTRACT OF DISCUSSION 


Dr. HERMAN SHarvit, New York: I had an opportunity last night to read 
Dr. Wieder’s paper in its entirety, and I may observe that it was almost impos- 
sible, in the few minutes allowed him, to convey the thoroughness and circumspec- 
tion with which he handled the subject matter. Three features of Dr. Wieder’s 
presentation should be discussed. 

The first is the matter of the standardization of the fungi in respect to their 
virility. While it is true that in the carrying out of tests for fungicidity young 
cultures are used and standard mediums employed, no procedure exists in any 
laboratory for the determination, even remotely, of the comparative degrees of 
virility of the fungi, to the end that the results of experiments on fungicidity in 
the different laboratories might be justifiably correlated on the basis of the virility 
of the fungi as a constant factor. The lack of such a procedure may or may not, 
on the whole, be important. At least, the mycologists should give the matter 
consideration and give the dermatologists their decision. 

Since the time of the great Ehrlich, chemotherapeutists have studied the rela- 
tionship between chemical structure and biologic effect, and the studies of the 
bactericidal and the fungicidal values of the substituted phenols are an old story. 
Indeed, a certain relationship tantamount to law has been established with respect 
to alkyl and phenyl substitution derivatives of phenol to the effect that up to 
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a certain point the longer the substituted chain or the number of phenyl substitu- 
tions—that is, the larger the molecule—the higher the phenol coefficient. As for 
the chlorine substitutions of phenol, Ehrlich himself, I believe, worked with tetra- 
chlorphenol. It was found that while the monochlor compounds lowered the 
phenol coefficient, the further introduction of chlorine atoms increased the coeffi- 
cient in the order of the number of atoms of chlorine present. Unfortunately, 
however, these halogen derivatives of phenol were as well general cellular toxins 
and were equally organotropic and bacteriotropic. They had therefore to be dis- 
carded. Of course, I refer to the phenol derivatives themselves and not to their 
sodium salts ; the bactericidal and fungicidal properties of phenol derivatives depend 
on the presence of a free hydroxyl radical (OH). In this form these compounds 
are insoluble in water, but they can be made soluble by conversion to salts. The 
sodium salts which Dr. Wieder has been discussing are in themselves rather thor- 
oughly bereft of antiparasitic properties, but they regain such properties through 
hydrolysis when in solution. However, the degree of hydrolysis depends on many 
factors, most important of which is the state of hydrogen ion concentration of 
the solvent. In this fashion the solvents play as important a role in establishing 
fungicidity as do the compounds themselves. 

As a last point in the discussion, it should be stated that with a chemical 
compound the efficacy of which as a fungicide depends on its hydrolysis the con- 
ditions of the fungicidal test in the laboratory are distinct from those established 
in the application of the chemical in therapy. As a consequence, no direct deduc- 
tions transferable for use in the clinic may be made from the laboratory findings, 
and the necessity exists of establishing in the clinic an independent investigation 
of the conditions under which the chemical may be effectively used. 


Dr. Frep D. WetpMAN, Philadelphia: Dr. Wieder has followed a policy that 
every one should adopt when he attempts to investigate a situation exhaustively, 
namely, that of going out into the field of botany, or elsewhere, to obtain sugges- ° 
tions for his medical study. Much can be learned from the botanist, and one may 
readily enter this field through the use of Biologic Abstracts. This periodical is 
so indexed and arranged that one does not have to read much irrelevant matter. 

Dr. Wieder has touched on the comparative values of the fungicidal and fungi- 
static methods of examination. The logical method of examination and testing is, 
of course, the fungicidal test. Fungistasis simply represents the growth of the 
micro-organism under the continued influence of the chemical during the entire 
lifetime of the explant on culture mediums. This situation does not sufficiently 
parallel clinical conditions. This distinction may appear to be only a matter of 
laboratory detail, but I think that a definite change from the fungistatic to the 
fungicidal method should be made. The results of fungistatic methods, even in the 
test tube, are merely leads; they indicate roughly the resistance of the parasite to a 
chemical, after which it is necessary to proceed to other, usually clinical, trials. 
Some of Dr. Gilman’s work, done in my laboratory, on the fungicidal value of light 
rays (29 angstrom units) is in point. He is obtaining his clues from the results 
observed in cultures, and after that his work will be carried out in the clinical 
field and will involve the use of scrapings in vitro and the employment of tests 
on the patient himself. 

In the comparison of cresyl violet, brilliant green and other dyes, the final 
interpretation should be made only when the micro-organisms have been carried 
in subculture over a period of time and under varying circumstances. In the tests 
on Torula histolytica, my associates and I found that after being kept five or six 
years the strain did not behave as it did at first. It became necessary to employ 
a dye of higher concentration in order to inhibit growth. Moreover, the inter- 
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pretation of the results should be within wide ranges, largely owing to the 
capacity of fungi for mutation. Every one recognizes that fungi change while 
kept in the laboratory and that this tendency modifies the meaning of the first 
results. A repetition of tests is necessary in fungicidal studies; the first results 
may be misleading unless they are confirmed several months or a year later. 


Dr. J. GARDNER Hopkins, New York: I wish briefly to commend the thor- 
oughness with which this work was done and to endorse Dr. Weidman’s remarks 
concerning the value of the fungicidal test. One difficulty lies in getting a uniform 
suspension. The size of mycelial fragments is difficult to control, and this varia- 
bility probably accounts for some of the discordant results. This work seems 
well worth while; in these days when one is bombarded with recommendations 
of various substances for the treatment of fungous infections, it is well to have 
at least one method in mind which will serve as an index of the value of a fungi- 
cide. A test will not enable one to predict the therapeutic effect of the drug, 
but it is of great value in eliminating a clinical trial of a drug which is hopeless 
from the start. 

Dr. Kart G. Zwick, Cincinnati: Dr. Wieder’s results deserve the closest 
attention in view of the high incidence of the dermatophytoses. In my own limited 
experience I found certain chlorophenyl phenols to be active fungicides but unfor- 
tunately so severely irritating to the skin that I had to discontinue the investiga- 
tion. If I am not mistaken, one manufacturer withdrew his product from the 
market because the reports of cases of dermatitis resulting from the use of the 
chemical became too frequent. Judging from Dr. Wieder’s remarks his chemicals 
are less irritating to the skin, although strongly fungicidal. 

Lately my attention has been drawn to a publication in which T. H. Blank 
recorded that para-nitrophenol proved efficacious as a preventive against the infesta- 
tion of chrome leather with Aspergillus niger. From the chemical formula of 

OH 


P-nitrophenol, its relationship to trinitrophenol, CsH2.(NO-z)3.OH, is at once 


No. 2 
recognized. The familiarity of trinitrophenol may perhaps be of encouragement in 
giving para-nitrophenol a trial along with Dr. Wieder’s valuable chemicals. 

Dr. Lester M. Wieper, Milwaukee: When one becomes interested in work 
of this type and investigates the experimental results obtained in the laboratory, 
one finds that many factors which are beyond the control of the worker operate 
to alter the results; this situation suggests that the results obtained by one 
worker may vary greatly on subsequent trials, even when done under similar 
conditions and with the same organism. I think that Dr. Weidman’s suggestion 
that tests of this type should be repeated under similar conditions at different times 
is worth while. 

Dr. Sharlit’s remarks concerning the importance of hydrolysis in determining 
the therapeutic effect was borne out by my experience. For instance, a patient 
with monilial paronychia tolerated an ointment containing 2 per cent tetra-chlor- 
phenol sodium with no evidence of irritation, but on changing to an aqueous solu- ‘ 
tion of 1: 2,000 concentration, a vesicular eruption was produced within a week 


or two. 





DERMATITIS FROM GRAPES 


MERCER ANDERSON, M.D. 
SALT LAKE CITY 


The following case is interesting in many respects and subject to a 
great deal of speculation. 

I was the patient, and consequently observations were made more 
frequently than is ordinarily possible. 

Some Concord grapes were prepared for grape juice. About two 
thirds of a bushel were crushed by hand and squeezed through the 
fingers to break the skins. A number of the grapes were eaten during 
the process. After part of the grapes had been prepared, the skin on 
the back of the hands, wrists and forearms began to itch. Later the 
hands and arms were washed with soap and water to remove the juice 
and stains, but the skin continued to itch. Within twenty-four hours a 
red macular rash developed on the areas of itching. At this time some 
grape marmalade was eaten. The marmalade was prepared from grape 
skins which were pushed through a sieve and cooked for a short time. 
Shortly after the marmalade was eaten the itching became more severe, 
and in another twenty-four hours there were considerable thickening of 
the skin and numerous small vesicles at the original site of the itching. 
The vesicles did not break, however, nor did any crusting occur. As | 
had never had such an experience with my skin, the problem interested 
me ; consequently no ointments were applied to change the condition until 
further study could be made. 

At this point patch tests were carried out with the skins from some 
of the grapes saved from the original purchase. Because the reactive 
substance might be something on the outside of the grape, one of the 
grapes was washed with soap and water and a piece of the skin was 
applied to the forearm with the outer side down; another piece of grape 
skin was placed on the forearm with the inner side down. This same 
procedure was carried out with grape skin which had not been washed. 
In about ten minutes the skin began to itch; in thirty minutes the grape 


skins were removed. An area of redness had appeared where the inner, 
side of the grape skin had been next to the forearm. No reaction 
occurred at the site exposed to the outer side of the grape skin. This 


proved that some substance in the grape was the irritating agent and not 
a foreign substance, such as spray. 

The grape skins and the substance immediately underneath the skin 
were extracted with 95 per cent alcohol and filtered, the filtrate being 
evaporated to a paste by the use of an electric fan but no heat. The 
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paste was dissolved in a 5 per cent solution of dextrose in physiologic 
solution of sodium chloride with 0.5 per cent phenol. By the time the 
extract was prepared, the dermatitis had improved considerably except 
in the areas where the patch tests had been made; these areas still 
showed a very active reaction. 

When the extract was given intradermally it produced a wheal with 
short pseudopods and a surrounding area of redness which lasted three 
or four hours. When this same extract was applied for a patch test, no 
reaction appeared. At first this caused me to believe that the extract 
was not potent or that the reacting substance had been changed during 
the extracting process. However, since a good reaction followed the 
intradermal injection of the extract I decided that there must be some 
unexplained factors. The logical procedure seemed to be to repeat the 
patch test with the grape skins. To my surprise these produced no 
reaction nor did the skin of a new batch of grapes. 

In the sequence of events which produced the original dermatitis, 
the following facts were noted: 1. The hands and forearms were 
extensively exposed to grape skins and grape substance. 2. Many 
grapes were eaten at the time of exposure. 3. Grape marmalade, made 
mainly from the grape skins, was eaten twenty-four hours after the 
original exposure, and this was followed by increased severity of symp- 
toms. 4. The first patch tests were made during the first forty-eight 
hours, with good reactions. 5. Patch tests after a period of six days 
were negative. 

All the patch tests were repeated, grape skins and the extract 
of the skins being used; the reactions were negative. One pound 
(453 Gm.) of grapes was eaten, part on an empty stomach and part after 
iunch. The patch tests were repeated, and this time the reactions were 
positive. 

From the foregoing facts and experiments the following conclusions 
may be drawn: 

1. The development of a dermatitis from grapes is not due to any 
foreign substance on the grapes. 

2. It is necessary to eat grapes as well as to get the grape substance 
on the skin to produce the dermatitis. 

3. A multiplicity of factors is necessary to produce what is ordinarily 
considered a contact dermatitis. 

These observed facts and conditions may explain in part why patch 
tests with suspected antigens are frequently negative. In order to 
obtain positive reactions with patch tests the skin must be activated 
either by the substance with which the test is made or by some 


biologically related substance, the activation being accomplished by 


antigenic substances in the blood stream. 
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It has been my observation that multiple sensitization is the rule and 
manifests itself in various manners, depending on the tissue reacting, 
the degree of sensitivity of the reacting tissue, the type of antigen or 
antigens, the length of exposure, the concentration of the antigen applied 
and the general health and the nervous condition of the patient. 

In conclusion, it may be stated that grape juice has always given me 
heartburn. Also, about three months ago a painful nodule appeared on 
the outer side of the left leg, about 6 inches (15 cm.) above the ankle. 
It was not inflamed or otherwise characteristic of erythema nodosum. 
These are the only manifestations which might be considered allergic in 


my medical history. 


441 Medical Arts Building. 








LXVHI—CULTIVATION AND STUDY OF PITYROSPO- 
RUM OVALE, THE SO-CALLED BOTTLE 
BACILLUS OF UNNA 
MORRIS MOORE, Pu.D. 

Mycologist to the Barnard Free Skin and Cancer Hospital 


ST. LOUIS 


The growth and study of the so-called bottle bacillus of Unna or 


pityrosporon of Malassez has for a number of years been a problem 


not only to dermatologists but to bacteriologists. Its universal presence 
in cases of seborrhea capitis and seborrhea corporis has led to contro- 
versial opinions as to the role this particular organism has in these 
conditions. The fact that it has been noted in dandruff scales, in 
comedones and in scrapings from psoriatic lesions in addition to the 
aforementioned forms of seborrhea, leads one to suspect some connection 
with the disorder other than that of saprophytism or chance contami- 
nation. Because of its significant association with the conditions 
mentioned, the necessity for proving or disproving the pathogenic rela- 
tionship of this organism was urged on me by Dr. Martin F. Eng- 
man Sr. 

Whether or not Pityrosporum ovale is the etiologic agent of sebor- 
rhea, psoriasis or the various forms of dermatitis suggestive clinically 
of the same source of infection must depend on the inoculation of this 
microbe in pure culture to comply with Koch’s postulates. The impos- 
sibility of carrying out this type of investigation has rested solely on 
the inability to grow the organism to any degree of satisfaction. Con- 
sequently, this paper is deveted to a report on the cultivation and 
cultural characteristics of the fungus. Later studies dealing with further 
clinical and experimental data will be reported. 

Historically the bottle bacillus is significant because the name is 
apparently a misnomer, the microbe being a yeastlike organism and 
not a bacterium as the term indicates. This misconception has accounted 
partially for the inability of the workers of many laboratories for a 
number of years to grow the fungus. Specialized mediums adapted for 
cultivating various bacteria have been employed without success. It 

Studies, observations and reports from The Barnard Free Skin and Cancer 
Hospital and the School of Medicine, Washington University, Department of 
Dermatology and Medicine, service of Drs. M. F. Engman and W. H. Mook. 





-- < s, ee 


sin Pad 


662 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


is only within the past several years that this fact has been generally 
recognized and substrates better adapted for yeasts and fungi in general 
have been substituted. 

Kraus! reviewed the literature up to 1913. Since that time few 
papers have been published. Acton and Panja* discussed the histo- 
pathologic features of pityriasis and reviewed the literature. In 1933 
Ota and Huang ®* discussed the species of the genus Pityrosporum and 
included a concise review of the literature on the organism first described 
by Malassez. 

From time to time there have been those who claimed to have grown 
the so-called bottle bacillus. The growth of the organism for the first 
time is generally attributed to Unna and then to Engman, who was 
working in Unna’s laboratory. They were, however, unable to continue 
the subculturing of the fungus after one or two transfers. According 
to Ota and Huang credit for the first successful cultivation and subse- 
quent growth of P. ovale is to be given to Castellani.t*| The latter sup- 
posedly isolated in a case of stomatitis a yeastlike organism which he 
named Cryptococcus graciloides. Cultural and biochemical characters, 
however, are insufficient to class that fungus definitely as identical with 
the bottle bacillus. 

Templeton * in 1926, using many mediums, was able to grow the 
organism anaerobically for one subculture on a beer wort agar with 
pu 6.2, composed of agar, 1.5 per cent, and dextrose, 2 per cent, in 
beer wort. The scales were placed on the medium and _ incubated. 
Growth was evident in from three to four days. Ota in 1927 reported 
the cultivation of the organism, but in a later paper * he admitted that 
the fungus was not identical with P. ovale. 

Acton and Panja,” after attempting several methods to get rid of 
contaminating staphylococci and other bacteria, used Petroff’s glyceri- 
nated medium with 0.004 per cent gentian violet successfully and 
obtained small, chalky-white colonies about the third day. These authors 
called their organism Malassezia ovalis. 


1. Kraus, A.: Ueber das Wesen des sogenannten Unnaschen Flaschenbazillus, 
Arch. f. Dermat. u. Syph. 116:723, 1913. 

2. Acton, H. W., and Panja, G.: Seborrheic Dermatitis or Pityriasis Capitis: 
A Lesion Caused by the Malassezia Ovale, Indian M. Gaz. 62:603, 1927. 

3. Ota, M., and Huang, P.-T.: Sur les champignons du genre pityrosporum 
Sabouraud, Ann. de parasitol. 11:49, 1933. 

4. Castellani, A.: Notes on Three New Yeast-Like Organisms and a New 
Bacillus with Remarks on the Clinical Conditions from Which They Have Been 
Isolated: Furunculosis Blastomycetica, Macroglossia Blastomycetica, Stomatitis 
Cryptococco-Bacillaris, J. Trop. Med. 28:217, 1925. 

5. Templeton, H. J.: 


A Study of Dandruff and of Pityrosporon of Malassez, 


Arch. Dermat. & Syph. 14:270 (Sept.) 1926. 
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MacLeod and Dowling,® using Sabouraud’s maltose agar and an acid 
glycerin agar, obtained growth in trom twelve to twenty-four hours. 
Their cultures grew aerobically at 25 C., as white, smooth, shiny colo- 
nies which developed a slightly yellow or fawn tint. They obtained 
acid with galactose and slight gas with maltose and dextrose and no 
acid with saccharose, inulin, dulcite, lactose or mannitol. In broth cul- 
tures they obtained a rich amount of mycelium. The type of growth 
and the filamentation were suggestive of some other yeastlike organism 
and not of Pityrosporum. 

The growth obtained by Benedek’ is generally considered as not 
suggestive of the bottle bacillus, because of its large size. It was termed 
Cryptococcus Malassezi by that author, who used a maltose bouillon 
hanging-drop preparation in which to grow the fungus. His organism 


produced acid on dextrose, levulose, saccharose and maltose and no acid 


with mannitol, dulcite, galactose, lactose, dextrin, inulin and starch. 

Finally, Huang,* by soaking scaies in 60 per cent alcohol, washing 
in condensation water and then inoculating on agar slants, obtained 
two strains of Pityrosporum which were identical. Two per cent lecithin 
was incorporated in the medium. 


TECHNIC OF CULTURING THE ORGANISM 

For the isolation and subsequent subculturing of ovale I used several principles 
applied by former workers. Scales of patients with seborrhea capitis were examined 
with methylene blue in aqueous solution to which was added a drop of glycerin. 
The organisms showed up clearly. When I was convinced that the scales showed 
a sufficient number of bottle bacilli, fresh scales were inoculated on the thin 
section of agar slants and allowed to remain for several days. Various substrates, 
including Sabouraud’s dextrose and maltose, nutrient, glycerin and malt extract 
agar, gave little or no success. Wort agar, Difco, a medium made especially 
for the cultivation of yeasts, was then used. This substrate proved successful 
in that it not only did not allow the growth of bacteria, which appeared in some 
of the aforementioned mediums, but favored the growth of ovale. The implanted 
scales became from chalky to creamy white on the third or fourth day. When 
the scales were examined with a dissecting microscope small colonies were observed 
m them. These growths were streaked on the thicker portion of the slant. It 
was found that a fresh medium is best for this purpose. 

The wort agar used consisted of the following constituents: maltose, technical, 
Difco, 12.75 Gm.; malt extract Difco, 15 Gm.; dextrin Difco, 2.75 Gm.; glycerin, 
2.35 Gm.; dipotassium phosphate, 1 Gm.; ammonium chloride, 0.78 Gm.; bacto- 
peptone, 15 Gm., and bacto-agar, 15 Gm. Fifty and six-tenths grams was dis- 
solved in 1,000 cc. of distilled water by boiling and was sterilized for twenty 
minutes at 15 pounds’ pressure (250 F.). The resulting medium had a pu of 4.8. 


6. MacLeod, J. M. H., and Dowling, G. B.: An Experimental Study of the 
Pityrosporon of Malassez: Its Morphology, Cultivation and Pathogenicity, Brit. 
J. Dermat. 40:139, 1928. 

7. Benedek, T.: Cryptococcus Malassezi (Pityrosporum Malassezi Sabouraud, 
1895), Zentralbl. f. Bakt. (Abt. 1) 116:317, 1930. 
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DESCRIPTION OF THE ORGANISM 


When seen in scales the organism has one of several forms. The 
sarliest description was that given by Malassez.* He saw three types 
of cells: large spores measuring from 4 to 5 microns, having a double 
contour, with buds; small spores, measuring from 2 to 2.5 microns, 
having no double contour, with buds, and cells smaller than 2 microns, 
sporules, having no double contour and no buds. Bizzozero * observed 
ovoid cells from 3.3 to 3.5 microns in length and from 2.3 to 2.6 microns 
in width. Acton aad Panja? designated four forms: a large round 
form, lightly staining in quiescent lesions, measuring from 8 to 10 
microns; a flask form present when the disease is active ; a small coccal 
form present when lesions are acute and spreading, measuring from 
2 to 3 microns, and mycelial forms seen when dandruff scales are numer- 
ous, measuring 2 to 3 by 15 to 20 microns. Benedek? found spherical, 
banana-shaped, flask-shaped and spherical budding forms. 

It is possible to see all these cells, but whether they are of the same 
organism is still a matter of dispute. Unfortunately, the scalp, because 
of the hair, is a nest for many different spores and bacteria, which 
can easily germinate and develop in a medium such as is given off by 
the scalp. In the attempts to culture P. ovale, that fact was particularly 
emphasized by the finding of macroconidia, macrospores and microspores 
of fungi imperfecti, particularly of Alternaria, Macrosporium and the 
Dematiaceae. Many of the common air contaminants, such as Penicil- 
lium, Aspergillus, Mucor and Rhizopus, were often grown, so that the 
possibility of seeing mycelial forms in the scales is great. Evidence 
for the relationship of some of the large spherical, budding, yeastlike 
cells to the smaller ovoid, budding cells has been brought out distinctly, 
however, by the treatment of seborrheic scalps with an agent harmful 
to the growth of those organisms. Thick-walled cells commonly called 
resting cells or chlamydospores cou!d be seen in great abundance where 
many ovoid forms had flourished previously. 

When cultivated the fungus may or may not go through various 
morphologic changes, dependent, of course, on the type of substrate 
grown. The general type of development is that seen in 7 and 2 of the 
figure. The cells send out buds which mature, are pinched off and 
develop into mother cells. The process is not so simple with most of 
the cells, however, for there may be, in addition to the unipolar budding 
just described, a bipolar type as seen in 6, or two buds may develop 
at one pole of the cells as in 8 and 72. On Sabouraud’s and particularly 
on wort and malt extract agar, thick-walled cells are produced in addition 


8. Malassez, L.: Note sur le champignon de la pélade, Arch. de physiol. 
norm. et path. 1:203, 1874. 

9. Bizzozero, J.: Ueber die Mikrophyten der normalen Oberhaut des Menschen, 
Virchows Arch. f. path. Anat. 98:441, 1884. 
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All the drawings were made with the aid of a camera Jucida and reproduced as 
correctly as possible at a magnification of * 1440 and reduced. J: depicts a 
series of cells showing the development of ovoid cells; 2, a series of cells showing 
the development of spherical cells; 3, a group of cells showing spherical and ovoid 
cells on serum agar; 4, a group of cells on Richards’ agar showing vacuoles and 
typical morphologic characteristics; 5, cells on malt extract agar of different 
size and shape; 6, budding cells on blood agar with a bipolar type; 7, cells on 
yeast-dextrose agar showing a thick-walled form; 8, various cells on Sabouraud’s 
agar with double budding and thick-walled forms which probably were chlamy- 
dospores ; 9, typical cells on corn-meal agar; 10, bottle forms which are practically 


of uniform size on potato-dextrose agar; 11, peculiar cells on Gorodkowa’s Maneval 
modified medium showing elongated forms ; 12, ovoid cells on wort agar, with double 
budding, different morphologic characteristics and thick, gelatinous walls: /3, 
morphologic type on glycerin agar; 14, forms of cells on Raulin’s agar; 15, elongated 
and thick-walled forms in lactose broth, and 16, cells in Sabouraud’s broth showing 


the sclerotic type of growth. 
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to the small, fine, thin-walled forms (8 and 72). These cells may 
germinate or bud, and are usually termed chlamydospores or resting 
cells. Vacuoles may be seen in most of these forms. 

On potato-dextrose agar a uniform type of growth developed with 
the cells varying from 2 to 6 microns in the long axis, with the greater 
number of cells measuring 4 microns in the long axis. These were 
mostly ovoid, with many budding forms, presenting the typical bottle 
shape present in the organisms on the scalp. 

In liquid mediums (figure, 75 and 16), were seen a number of 
elongated or sclerotic (16) forms. These consisted of a series of 
enlarged cells or of apparently overdeveloped forms. On mediums 
containing a number of inorganic elements or with a low py, as on 
Raulin’s, Czapek’s or Richards’ agar, elongated forms were present, with 
cells in chains (14), simulating oidia, as seen in the Oosporaceae or 
in Hemispora. Elongated growths also developed on glycerin agar as 
well as on Maneval’s modified medium. These cells, of course, varied 
somewhat in size on the different mediums, as seen in the description 
of the cultures. 

The color factor is important in taxonomic determination. Here 
it was found that the cultures varied from light ochraceous salmon to 
cinnamon buff, including such colors as pinkish salmon, pinkish buff, 
ochraceous buff, ochraceous salmon and light ochraceous buff as deter- 
mined by the methods described in Ridgway’s “Color Standards and 
Color Nomenclature.” 

Cultural Characteristics —The original cultures isolated on wort agar 
were subcultured on the same medium. In order to insure against con- 
tamination, dilution cultures were made by suspending a loopful of 
culture in a broth medium and then inoculating the surface of wort 
agar slants with a loopful of the diluted suspension. Individual widely 
separated colonies developed. Single isolated colonies were subcultured 
and examined. It was apparent, however, that the cultures were all 
pure and identical. These pure growths were then used. 

It being borne in mind that development on ordinary mediums has 
been described as being practically impossible, a number of standard 
mediums such as I use in routine work, having a varied hydrogen ion 
concentration and carbohydrate content and different sources of nitro- 
gen, were employed. The following list of mediums, in addition to a 
number of others not recorded, arranged in the order of decreasing 
hydrogen ion concentrations, were inoculated and studied. All were 
grown at room temperature, approximately 22 C. 


Raulin’s Agar (fu 4.1): Growth was poor, the diameter being approximately 
1 cm. after forty days. The colony was finely striated, convoluted or cerebriform 
and light ochraceous salmon. The cells were mostly spherical, with many ovoid 


forms, and measured from 2 to 11 microns in diameter with the majority from 
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4 to 5 microns. There were budding cells, with the cells measuring from 4 to 5 
microns and the buds usually from 2 to 3 microns in diameter when matured. 
Catenulate cells measured approximately 5 microns in diameter, terminating in 
spherical cells approximately 10 microns in diameter. 

Richards’ Agar (pu 4.3): Growth was poor, the diameter being approximately 
0.8 cm. after forty days. The colony was a dull, ochraceous buff. Many spherical 
and ovoid cells were seen measuring from 3 to 7 microns in diameter, the spherical 
cells being in general 5 microns in diameter. There were both spherical and ovoid 
budding cells, having the flask or bottle appearance and many small ovoid cells 
3 microns in diameter which were probably young budded cells. 

Czapek’s Agar (pu 4.4): Growth was very poor. The colony was pinkish 
cinnamon and formed a glistening flat growth. The cells were mostly spherical, 
with many ovoid forms similar to those seen in the culture on Richards’ agar. 
The measurements were similar to those of the forms grown on Richards’ medium. 
Many oil globules were seen. 

Malt Extract Agar Difco (pu 4.6): The colony measured approximately 2 
cm. in diameter after forty days and was pinkish cinnamon with a circular, flat 
plateau in the center with fine ridges extending to a somewhat irregular, circum- 
scribed periphery. The cells were spherical or ovoid, measuring approximately 
2 to 7 microns in diameter, most of them between 4 and 5 microns. 

Wort Agar Difco (pu 4.8): The colony measured approximately 2 cm. in 
diameter after forty days. The culture was pulvinate, with radiating ridges to 
the periphery, a rough surface and a few small excrescences. The color varied 
from light ochraceous salmon to pinkish buff and was dull. The cells varied 
from 3 to 15 microns in diameter, most of them being from 4 to 5 microns with 
many budding cells resembling bottles or gourds. The large ceils appeared to be 
thickly encapsulated or to have a thick gelatinous structure due to the medium. 
Several cells showed more than one bud. The budding cells appeared to be small 
or divided. 

Sabouraud’s Agar (pu 5.6): The colony measured approximately 2.4 cm. in 
diameter after forty days. The culture was flat, light ochraceous salmon and dull 
and had slight ridges extending to an irregular periphery. The cells were mostly 
spherical and measured from 3 to 10 microns in diameter, in general from 4 to 5 
microns. The budding structures were spherical or ovoid. Large cells with a 
thick wall were seen. 

Sabouraud’s Broth (The Preceding Medium without Agar): The cells were 
found as a sediment on the bottom of the flask and on the surface adhering to 
the side of the container. They did not form a veil. he budding cells were 
mostly spherical to ovoid measuring from 3 to 9 microns. There were series 
of cells approximately 5 microns in diameter, chains of cells measuring 3 to 5 
by 12 to 15 microns, and many sclerotic cells in varying proportions. 

Corn-Meal Agar Difco (pu 6): The colony was approximately 1.3 cm. in 
diameter after forty days. The culture was ochraceous buff and slightly glistening, 
with faint ridges extending to a marginated somewhat irregular periphery. The 
cells were spherical to ovoid, measuring from 3 to 7 microns in diameter usually 
5 microns. Several elongated forms were seen and budding cells in abundance. 

Potato-Dextrose Agar (fa 6.2): The colony was pulvinate and pinkish buff 
with a darker central portion. The culture was approximately 2.5 cm. in diameter 
after forty days and had a waxy appearance. The cells were spherical to ovoid, 
mostly ovoid, and measured from 2 to 6 microns, with the majority measuring 
4 microns. They presented the typical bottle shape with the budding cell as seen 


in scales. 
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Gorodkowa’s Maneval Modified Medium (pu 6.2): The colony was pulvinate, 
glistening and light ochraceous salmon with a diameter of approximately 2 cm. 
after forty days. The cells varied from spherical to ovoid and measured from 
2 to 5 microns in diameter, most of them 4 microns. Some elongated forms were 
present. 

Nutrient Agar Difco (fu 6.6): The colony was approximately 1.1 cm. in 
diameter after forty days. The culture was glistening, flat or slightly raised, 
concentric in growth and cinnamon buff. The cells were mostly spherical and 
measured from 2 to 5 microns in diameter. Ovoid budding cells were seen which 
measured from 3 to 5 microns in the long axis. 


Lactose Broth Difco (pu 6.2): The colony formed a sediment at the bottom 
of the flask; there was no surface growth. The cells were similar to those found in 
Sabouraud’s broth. There were spherical cells up to 12 microns in diameter, 
elongated forms simulating catenulate conidiospores with ovoid budding cells 
approximately 6 microns in the long axis and many sma!ler budding cells from 
2 to 4 microns in diameter which were thin-walled. The larger ceils were thick- 
walled and appeared to have a double contour. 

Lactose Agar (Lactose Broth Difco Plus 2 Per Cent Agar): The colony 
was pulvinate, glistening and ochraceous buff and had a diameter of approximately 
2 to 3 cm. after forty days. The cells were spherical, were approximately 4.5 
microns in diameter and were similar to those grown on nutrient agar. Others 
measuring from 2 to 5 microns in diameter with ovoid budding cells were seen. 

Glycerin Agar (Beef Extract Agar Plus 6 Per Cent Glycerin pu 7): The 
colony was light ochraceous salmon and was smooth and glistening, showing 
ridges extending to the periphery. The culture was pulvinate and had a diameter 
of approximately 3 cm. after forty days. The cells were spherical or ovoid and 
measured from 2 to 7 microns in diameter. There were bottle-shaped budding 
cells, most of them from 3 to 4 microns in diameter. The elongated forms were 
similar to those grown on the broth mediums. 

Yeast Dextrose Agar Difco (pu 7): The colony was glistening, subpulvinate, 
smooth and light ochraceous salmon, with a diameter of approximately 2.1 cm. 
after forty days. The cells were mostly spherical, measuring from 2 to 5 microns 
in diameter; some were slightly larger, usually 4 microns in diameter, with ovoid 
budding cells from 3 to 5 microns in length, usually 4 microns. Several were 
enlarged, showing three cells attached, and some were siightly elongated; those 
were few, however. 

Serum Agar (Bactobeef Blood Serum Plus Nutrient Agar pu 7.2): Growth 
was poor, and the colony was dull, pasty and ochraceous buff and had a diameter 
of approximately 0.5 cm. after forty days. The cells were mostly spherical to 
ovoid; they measured from 2 to 5 microns in diameter, with a few cells slightly 
larger. No sclerotic cells were present. The budding was typical. 


Blood Agar (Bactobeef Blood Dehydrated pu 7.2): The colony was glistening 
or waxy and pinkish buff, with a type of cultural growth similar to that on malt 
extract agar. The diameter was approximately 1.5 cm. after forty days. The cells 
were mostly spherical to ovoid; they measured from 2 to 6 microns in diameter, 
usually from 4 to 5 microns. Budding cells were seen. 


Endo’s Agar Difco (pu 7.5): The colony was subpulvinate, smooth, dull, pasty 
and hellebore red owing to the basic fuchsin in the medium. The diameter was 
approximately 1.8 cm. after forty days. The cultural growth and the measure- 
ments of the cells were similar to those on lactose agar. 
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3rain Medium (Pia Mater of Calves’ Brain Made According to Karrenberg) : 
The growth was on the surface of the medium, taking the color of the medium. 
The cells measured from 2 to 6 microns in diameter, and were mostly spherical. 
Budding cells were present. 

Reactions to Carbohydrates: Acid but no gas was developed with galactose, 
dextrose, d-mannose, levulose, maltose, saccharose and melitose. No acid or gas 
was developed with l-arabinose, rhamnose, lactose, I-xylose, dextrin, mannitol 
and amygdalin. 

Reaction to Gelatin: No liquefaction occurred. 


Reaction to Litmus Milk: There was no acid or curdling. 


COMMENT 


That the growth and cultivation of the bottle bacillus is not impossi- 
ble has been stated and shown to be true. The organism can be grown 
if the necessary food is provided and if at the same time precaution is 
taken to inhibit or in some way rid the colony of contaminating bacteria. 
Of approximately ninety attempts tc grow the pityrosporum eight were 
successful. The low percentage was due not to the inability of the 
fungus to grow on the medium (wort agar) but to the presence of 
contaminating air-borne spores of common fungi. These found the 
substrate a good food for their own development. Any means taken 
to rid the scales of these hardy cells would also kill the yeastlike fungus 
desired. The low percentage may also be attributed to the fact that 
a number of inoculated tubes showed no growth because of the drying 
up of the thin portion of the agar slant. 

The earlier workers found that the organisms, such as they had, 
did not survive more than two or three subcultures. It was noticed 
that although many subcultures were very luxuriant after the organism 
had been isolated, growth became poor in all. In other words, the 
cultures lose their viability after a period of time. Here the time varied 
from two to four months, depending on the substrate used. In accord- 
ance with this observation, it was difficult to check accurately biochemical 
reactions which require some time for their complete determination. 

In addition to the study of the morphology, which is generally the 
chief taxonomic character, biochemical analysis is usually considered 
valuable. Reactions to carbohydrates, although stressed by some, do 
not find general favor among workers because of their great variability, 
which is attributed to the change in the growth of the organism. Dif- 
ferentiation of species based solely on determinations of reactions to 
carbohydrates is therefore not strictly scientific and not always correct. 
The reactions observed here seemed somewhat in accord with those 
noticed by others, except for a few in the case of the sugars. Castel- 
lani,* however, found no production of acid or gas with his organism, 
which might indicate an entirely different fungus. MacLeod and Dowl- 
ing ®° obtained acid with galactose and acid with slight formation of 
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gas on maltose and dextrose. The organism of the latter did not cor- 
respond morphologically. Benedek ‘ found acid and no gas with 5 per 
cent solutions of dextrose, levulose, saccharose and maltose. 

The type of growth has been cmphasized, particularly by Ota and 
Huang.* It was their opinion that P. ovale shows only small, fine 
colonies. This, however, is subject to dispute, for mass implantation 
of cells on a good medium on which they are allowed to grow over a 
considerable period of time will produce a giant colony such as has 
been described here. On the other hand, a highly diluted cell suspension 
inoculated in a medium will produce small colonies for a short time, 
but the progressive formation of new cells and their subsequent budding 
and development will eventually produce a large colony. The type of 
medium used is an important factor in the size and growth of the cul- 
ture. The size, therefore, is not a Gistinct criterion of organismal 
determination unless the same specific medium is used under the same 
physiologic conditions for the species in question. 

Nomenclature seems to be an important feature in this work. Ota 
and Huang * reviewed the literature on this subject rather well and 
came to the conclusion that Cryptoccccus psoriasis (Rivolta, 1873) was 
probably the first name given the organism; they preferred, however, 
to adopt the name Pityrosporum ovale, as suggested by Brumpt. The 
genus Cryptococcus as applied by Rivolta and later by Castellani and 
3enedek does not hold here because on artificial mediums, as was shown, 
it is possible to produce filaments, which never occur in that genus. 
The specific name psoriasis has been dropped from the nomenclature 
and has been supplanted by a more convenient term ovale, created by 
Bizzozero® and adopted at the present time by most dermatologists 
and mycologists. The fungus is not a member of the genus Saccharo- 
myces, for it has no ascospores in its life cycle. Acton and Panja 
named the yeastlike organism M. ovalis because to them it seemed 
analogous to the organism responsible for pityriasis versicolor. This 
term, however, had been antedated by the generic name Pityrosporum 
created by Sabouraud in 1895. In view of the confusion existing, care 
must be taken to arrive at a conclusion satisfactory to all. With thi: 
in view it is best to retain the genus name of Sabouraud and the species 
name of Bizzozero and to call the organism Pityrosporum ovale, a term 
which is recognized by most workers and from the standpoint of botani- 
cal rulings of nomenclature is more nearly correct than any name 
proposed. 

SUMMARY AND CONCLUSIONS 


P. ovale can be isolated from the scalp when seborrhea is present, 
but owing to the presence of common air-borne spores of fungi which 
overrun the cultures the percentage of pure cultures is very low. 
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The medium found most favorabie to the cultivation of the organism 
is wort agar, a Difco product with py 4.8. 

Growth is evident on the third or fourth day on the implanted scale 
which becomes from grayish to creamy white. 

The organism appears in the scalp as an ovoid or spherical cell with 
or without budding, measuring from 2 to 4 microns in the long axis, 
with some spherical forms measuring up to 11 microns in diameter. 
On artificial mediums it varies in size and proportion, forming thick- 
walled spherical cells or chlamydospores up to 5 microns in diameter. 
In several mediums, solid and liquid, elongated and sclerotic forms may 
develop as well as series of oidioid cells. 

The color of the giant colonies varies on the different mediums from 
a light ochraceous salmon to a cinnamon buff. 

Acid and no gas develops with galactose, dextrose, d-mannose, levu- 
lose, maltose, saccharose and melitose, and no acid or gas with l-arabinose, 
rhamnose, lactose, 1-xylose, melitose, dextrin, mannitol and amygdalin. 

There is no liquefaction of gelatin and no acid or curdling is seen 
in litmus milk. 

The organism is described culturaily on many different mediums. 

The name Pityrosporum ovale is retained for the organism. 











LXNIX.—GENERALIZED, SUBCUTANEOUS, GUMMATOUS, 
ULCERATING SPOROTRICHOSIS 


REPORT OF A CASE WITH A STUDY OF THE ETIOLOGIC AGENT 


MORRIS MOORE, Pu.D. 
Mycologist to the Barnard Free Skin and Cancer Hospital 
AND 
ROY L. KILE, M.D. 


ST. LOUIS 


The purpose of this paper is to report a case of generalized or dis- 
seminated, subcutaneous, gummatous, ulcerating sporotrichosis with a 
possible pulmonary complication and subsequent cure. The case is 
remarkable in that the condition closely simulated tertiary syphilis, 
the syphiloid type of sporotrichosis. The organism recovered from an 
active, unruptured lesion was identified as Sporotrichum Beurmanni, 
Matruchot and Ramond, 1905, a species which is considered as doubt- 
fully distinct from Sporotrichum Schenckii. A study and description 
of the morphology, cultural characteristics, biochemical reactions and 
animal pathogenicity of the fungus are included. This case is worthy 
of report since it represents a type of infection seen most frequently 
in France and rarely in the United States. 

Sporotrichosis is an infection caused by one of several species of 
the genus Sporotrichum, a fungus of the class fungi imperfecti of the 
conidia-bearing group. The infection is subacute or chronic and is 
characterized usually by one or several types of lesions: cutaneous, sub- 
cutaneous or systemic. The infectious process is important because it 
simulates and is confused with other well described diseases, notably 
syphilis and tuberculosis, from which it must be distinguished for 
therapeutic purposes. 

Historically, recognition of the organism dates back to the time of 
Link, who in 1809 described the genus chiefly as a saprophyte on wood. 
Sporotrichum badium Link was the first species described and_illus- 
trated. The first pathogenic species was probably that described by 
Montagne. The organism was isolated in a case of bronchomycosis 
by Gubler and was named Sporotrichum bronchiale. The important 


Studies, observations and reports from the Dermatological and Research 
Departments of the Barnard Free Skin and Cancer Hospital, service of Dr. M. 
F. Engman and Dr. W. H. Mook. 

1. Montagne, cited by Saccardo: Sylloge fungorum omnium huiusque cogni- 
torum, Patavii, sumptibus auctoris, 1886, vol. 4, p. 100. 
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knowledge of the disease, however, dates from the report of a case 
by Schenck * in 1898 and the report of a later case by Hektoen and 
Perkins.* 

Gritz * attributed the greater part of the knowledge to de Beurmann 
and Ramond * of France, who in 1903 reported a case of sporotrichosis 
which was found by Matruchot and Ramond in 1905 to be due to an 
organism which they named Sporotrichum Beurmanni. In the follow- 
ing years de Beurmann and Gougerot and many other French workers 
established the identity of the disease in that country, while in the 
United States and other countries, particularly in Brazil, the Argentine 
Republic, Columbia, Germany, Austria, England, Turkey, Spain and 
Italy, reports of the infection were forthcoming. 

The isolated reports were given greater attention when de Beurmann 
and Gougerot® published a collection of approximately two hundred 
cases of sporotrichosis with a study of the disease and the organisms. 
In America the number of recorded cases up to 1932, either proved 
or unproved, according to Jacobson,’ was below two hundred. It seems 
safe to say, however, that the number of cases occurring is far in 
excess of the number reported. 

For a recent clinical and pathologic discussion of the disease the 
reader is referred to the work of Jacobson? and also of Griitz.* 

REPORT OF CASE 

History —E. F., a white woman aged 50, was admitted to the Barnard Free 
Skin and Cancer Hospital on March 6, 1934, with an eruption of eight weeks’ 
duration. It began on her right thigh and slowly spread. There were no symp- 
toms. The patient lived on a farm about 100 miles south of St. Louis. No history 
of trauma to the areas or source of infection was elicited. The past history was 
irrelevant except that she had been deaf for seven years. She had had one still- 
birth and had two children who were living and well. She had lost 5 pounds 
(2.3 Kg.) in the previous three months and had had many “colds” associated with a 
cough productive of purulent mucus. 





2. Schenck, B. R.: On Refractory Subcutaneous Abscesses Caused by a 
Fungus Possibly Related to the Sporotricha, Bull. Johns Hopkins Hosp. $:286, 
1898. 


3. Hektoen, L., and Perkins, C. F.: Refractory Subcutaneous Abscesses 
Caused by Sporothrix Schencki: A New Pathogenic Fungus, J. Exper. Med. 
5:77, 1900. 

4. Griitz, O., in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 


heiten, Berlin, Julius Springer, 1928, vol. 11, p. 722. 
5. de Beurmann, L., and Ramond, L.: Abcés souscutanés multiples d’origine 
mycosique, Ann. de dermat. et syph. 4:678, 1903. 


6. de Beurmann, L., and Gougerot, H.: Les sporotrichoses, Paris, Felix 
Alcan, 1912. 

7. Jacobson, H. P.: Fungous Diseases: A Clinico-Mycological Text, Spring- 
field, Ill., Charles C. Thomas, Publisher, 1932. 
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Fig. 1—A nodule on the right arm that had recently ruptured and discharged 
most of the pus. 














Fig. 2.—Ulcerated lesions on the legs. Several have coalesced, forming large 
ulcerations. 
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Examination.—The eruption of granulomatous nodules was bilateral but not 


symmetrical. A group of lesions was present on the right side of the nose, the 


lower part of the right thigh and the right leg. Many other lesions were seen on 
the arms and legs in various stages of development. Some had ulcerated and 
were covered with a crust. The ulcers were superficial and tended to become 
undermined at the edges and there was a varying amount of acute inflammation 
about them (fig. 2). They were violaceous, with dirty granular bases. Some 
which became crusted concealed the accumulated pus. The primary lesion was 
an unbroken nodule about 1 cm. in diameter (fig. 1). As it progressed, if left 
untreated, it reddened, became soft, ulcerated and then slowly healed. Lymph- 
adenopathy was absent. Physical examination of the chest showed it to be normal 











Fig. 3—Roentgenogram of the chest taken on March 22, 1934, showing the 
extensive infiltrations throughout both lungs. 


except for slightly impaired resonance over the base of the right lung. Further 
examination revealed nothing remarkable. 

Laboratory Examination.—The urine and blood were normal. A test of the 
blood for bromide yielded negative results. Because syphilis was the first diag- 
nosis, one Kline, four Kahn and two Wassermann tests were done, all of which 
were negative, even after a week of treatment with corrosive mercuric chloride 
and iodides given orally. The report of the roentgen examination of the chest on 
March 22 (fig. 3) by Dr. E. C. Ernst was: “Extensive infiltrations are present 
throughout both lungs, together with a moderate decrease in the aeration. The 
findings could be due to atypical tuberculous infiltration, but the possibilities of a 
spirochetal or fungous infection must be given consideration.” 
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Biopsy of an ulcerated lesion from the left arm was made on March 22 by one 
of us (R. K.). The epidermis showed areas of thickening, ulceration and thinning, 
There was a dense infiltration by wandering cells in the corium and the upper zone 
of the subcutaneous tissue. These wandering cells were mainly lymphocytes, with 
a few plasma cells and giant cells of the Langerhans type. Vessels throughout 
the lesion were moderately thickened with marked perivascular infiltration. A 
diagnosis of granuloma was made. 

Progress —The patient was given a saturated solution of potassium iodide up 
to 40 drops three times a day, starting on March 10. The lesions were dressed 
with a 5 per cent iodine ointment. There was afternoon fever, the temperature 
occasionally reaching 101 F., which slowly subsided after treatment was started. 











Fig. 4.—Roentgenogram of the chest taken on May 5, 1934, after treatment 
with iodides for two months. The infiltrations previously mentioned had under- 
gone a marked decrease. 


Roentgen examination of the chest on April 17 revealed that the previously 
reported infiltration had undergone a marked decrease. The medication seemed to 


have a specific effect in clearing up the subacute inflammatory phases of the infec- 


tion in the lungs. A moderate degree of chronic hilar and peribronchial infiltra- 
tion remained. Roentgenograms taken on May 5 showed even further 
improvement (fig. 4). 

In a month the skin lesions were almost completely healed, but medication was 
continued for another month. The patient was last seen on August 5, at which 
time she had been free from lesions for two and a half months. Medication was 
discontinued in July, and there had been no recurrences. 
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Cultures —Cultures taken from the pus of an unruptured nodule revealed the 
sporotrichum described in this paper. Examination of the sputum on several occa- 
sions failed to yield this organism. 


TECHNIC OF GROWTH OF CULTURES 

The organism was isolated on Sabouraud’s dextrose and wort agar slants. 
Subcultures were made on various mediums from these tubes. The developed 
cultures were examined in several preparations made from the periphery, center 
and deep portion of the growth. Various mounts were made in distilled water and 
in glycerin with a sufficient quantity of a 1 per cent solution of aqueous crystal 
violet to color the cells. Lactophenol preparations with 0.5 per cent cotton-blue 
were satisfactory, as were the glycerin mounts. Hanging-drop cultures made with 
small cubes of inoculated glycerin agar as well as those made with a suspension of 
lactose broth were adequate for studying detail; the former were adapted for 
germinating conidia. 


DESCRIPTION OF THE ORGANISM 


In tissue the organism appears as a short, rodlike, blunt cell, 1 to 3 
by 2 to 5 microns, occurring singly or in groups, or as an ovoid cell; 


it is difficult to find in smears. Slide preparations of the fungus from 


infected animals show it to be a gram-positive structure with a capsule- 
like, colorless periphery. When cultured (a simple process when a 
young, nonulcerated lesion is opened aseptically and the exuding pus 
streaked on an agar slant, preferably of Sabouraud’s maltose, dextrose 
or wort agar) the organism assumes a different form. There develops 
a tangled, interlacing, filamentous mycelium of hyphae, approximateiy 
1 to 5 microns in diameter, depending on the type of medium on 
which the culture is grown. Many conidia, which are spherical, ovoid 
or pyriform, pediculate or sessile and grow singly or in groups, mea- 
suring approximately 2 to 4 by 2 to 6 microns, are found laterally or 
terminally. 

The type of mycelium is pleomorphic and not of one general type 
as is apparent with some fungi. Oidioid cells may form singly, bud- 
ding (fig. 5, 5), or may develop into chains of spherical, ovoid or 
arthrosporous-like cells (fig. 5, 75 and 20). 

The numerous conidia present on the filaments are the spores which 
cause the rapid spread of the organism on the substrate. These char- 
acteristic cells are formed in thick clusters, as was apparent on the corn- 
meal, potato-dextrose and lactose agar mediums, or as groups of cells 
on pedicles or stalks (fig. 5, 9, 11, 12, 13, 22, 23 and 24). These are 
continuous with the filament but break off when mature. They also 
occur laterally, growing out apparently directly from the hypha (fig. 5, 
8, 9, 10, 12, 13 and 18). These conidia germinate (fig. 5, 7 and 2), 
elongate and acquire the morphologic structure characteristic of the 
medium on which the culture is grown. In addition to the conidia, 
which constitute one of the chief characters, there are many chlamydo- 





wer omer Too 
Sere. 


ee 


DS er oe 














Fig. 5.—All the drawings of S. Beurmanni were made with the aid of a camera 
lucida and reproduced as correctly as possible at a magnification of « 1,440 and 
reduced. J shows germinating spores on glycerin agar; 2, a germinating spore 
on glycerin agar; 3, a chain of yeastlike cells on Sabouraud’s agar; 4, a chlamydo- 
spore on wort agar; 5, a group of budding, thick-walled, yeastlike cells on wort 
agar; 6, a young filament on Richards’ agar; 7, a terminal clavate cell on malt 
extract agar; 8, a group of sessile conidia on Czapek’s agar; 9, a filament with 
sessile and pediculate conidia on Czapek’s agar; 10, a large conidium on Richards’ 
agar; JJ, a pediculate group of conidia on Richards’ agar; /2, a filament with 
sessile and pediculate conidia on potato-dextrose agar; 73, a mycelium with conidia 
on Sabouraud’s broth; /4, oidioid cells on wort agar; 15, oidioid cells on yeast- 
dextrose agar; 16, a pediculate conidium on Czapek’s agar; /7, a mycelium on 
Richards’ agar; /8, lateral and terminal conidia in lactose broth; 19, cells on wort 


agar; 20, a mycelium on Richards’ agar; 2], conidia on Raulin’s solution; 22, a 
mycelium on corn-meal agar with many thick-walled conidia; 23, a mycelium in 


lactose broth, and 24, a group of pediculate conidia on Richards’ agar. 
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spores or resting cells. These are thick-walled and are usually inter- 
calary (fig. 5, 4, 77 and 21) or terminal (fig. 5, 7 and 19) and rarely 
lateral, with varying proportions up to approximately 9 microns in 
diameter. 

Morphology is not the only feature affected by changed soil. Color 
has been used as a basis for the determination of the species or at least 
of the variety by many mycologists. Such a differentiation holds pro- 
vided the specific pigment is present on all substrates used. De Beur- 
mann and Gougerot,* using the formation of color on Sabouraud’s agar 
as a standard, established three types of organisms: alpha, which is 
poorly pigmented, remaining white or light brown; beta, which becomes 
chocolate brown, and gamma, which changes from dirty gray to deep 
ebony-black in from four to five days. This system of classification 
has been pointed out as faulty and need not be considered in detail 
here except to mention that all variations in the formation of color have 
heen found here on the different mediums. A cream-colored colony 
grew on nutrient, glycerin (fig. 6, 7), nutrient blood (fig. 6, 9) and 
serum agar; a light cinnamon to cinnamon culture developed on malt 
extract (fig. 6, 7), wort (fig. 6, 2) and Sabouraud’s agar (fig. 6, 3); 
a very light cinnamon hue appeared in the central portion of a colony 


on lactose agar (fig. 6, 6); a black colony was produced on corn-meal 


g. 6, 4), a mouse-gray to black colony on potato-dextrose (fig. 6, 5) 
a black central portion on yeast-dextrose agar (fig. 6, 8). A color- 
submerged mycelium was formed in Richards’ and Czapek’s agar. 
An interesting feature is the type of colony produced on the various 
mediums. The synthetic or inorganic substrates gave rise to a com- 
pletely submerged mycelium, as was seen in Richards’, Czapek’s, malt 
extract and corn-meal agar. The colonies on Sabouraud’s, potato- 
dextrose and lactose agar showed a heaping up, which was particularly 
noticeable on potato-dextrose agar, with some submergence of mycelium 
bevond the periphery of the surface growth. The colonies on the 
remaining solid mediums—wort, nutrient, glycerin, yeast-dextrose, 
nutrient blood, serum and Endo’s agar—showed slight submergence 
and mostly growth on the surface. This condition is usually linked 
with the constituents of the substrate 
Cultural Characteristics —The isolation cultures on Sabouraud’s dex- 
trose and wort agar, incubated at 37 C., showed colonies typical of 
Sporotrichum. On the dextrose slant there developed small black colonies 
which began on the second day and were very apparent on the fourth 
day. The general appearance macroscopically and microscopically simu- 


&. de Beurmann, L., and Gougerot, H.: Les sporotrichum pathogénes: classi- 
fication botanique, Arch. de parasitol. 15:5, 1911 
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lated that of Sporotrichum Gougeroti as described by Grutz.’ The wort 
agar growth, however, remained cream-colored with an asteroid, ridged 
formation of the colony. Consequeritly transfers were made to various 
substrates which ranged in py from 4.1 to 7.5. All cultures were grown 


at approximately 25 C. for thirty-four days. 


2 3 | 
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Fig. 6.—Cultures of Sporotrichum Beurmanni on: J, malt extract agar, pu 
4.6; 2, wort agar, pu 4.8; 3, Sabouraud’s agar, pu 5.6; 4, corn-meal agar, pu 6; 
5, potato-dextrose agar, pu 6.2; 6, lactose agar, pu 6.8; 7, glycerin agar, pu 7; 
8, yeast-dextrose agar, pu 7, and 9, nutrient blood agar, pu 7.2. 


Pleomorphism in the Sporotricha has been pointed out many times 
by various writers. The importance of physiologic variations in taxo- 

9. Griitz, O.: Ueber eine eigenartige Form von Sporotrichose mit Befund 
von Sporotrichon Gougeroti, Dermat. Wchnschr. 81:1709, 1925. 
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nomic differentiation has been stressed by one of us (M. M.). Deter- 
mination of species based on observations on colonies grown on a single 


medium is not truly scientific and is usually unreliable, as would have 


been the case here. The characteristics described here, therefore, were 
those found to be present in a series of mediums varying in hydrogen 
ion concentration, protein and carbohydrate content and inorganic con- 
stituents. The mediums are arranged in the order of their decreasing 
concentration of hydrogen ions. 


Raulin’s Solution (pu 4.1): The colony was seen as a grayish-white sediment 
at the bottom of the flask. The hyphae were branching and septate, from 1 to 2.5 
microns in diameter. The chlamydospores measured approximately 6 to 9 microns. 
There were lateral, sessile and pediculate pyriform conidia, found singly or in 
groups, measuring from 2 to 5 microns, and chains of yeastlike and sclerotic cells 
measuring from 7 to 12 microns in the long axis. 

Richards’ Solution Agar (fu 4.3): The mycelium was submerged in agar and 
had a diameter of approximately 3 to 5 cm. The hyphae were branching and 
septate, from 1 to 3 microns in diameter. The chlamydospores and sclerotic cells 
were similar to those seen in Raulin’s solution. Yeastlike budding cells were 
seen which measured approximately 7 microns in the long axis. Sessile and 
pediculate conidia were found singly or in groups, measuring from 2 to 5 microns 
in diameter. 

Czapek’s Agar (fu 44): The colony was approximately 3.5 cm. in diameter 
with the mycelium submerged in agar except for a dark brown central portion 
growing slightly on the surface of the medium. The hyphae and sclerotic cells 
were similar to those observed in Richard's medium, though somewhat enlarged. 
A racquet formation of mycelium was present. There were many conidia, which 
were sessile or pediculate and occupied large groups. The conidia were spherical 
and ovoid to citriform, measuring approximately 3 microns in diameter. 

Malt Extract Agar Difco (pu 4.6) (fig. 6, 1): The colony was approximately 
4 to 5 cm. in diameter and light cinnamon brown, with the mycelium submerged in 
agar. The hyphae were septate and branched, measuring from 1 to 4 microns in 
diameter, with hyphal swellings, racquet formation and terminal clavate cells. 
The chlamydospores were intercalary or terminal, approximately 6 to 9 microns 
in diameter. The conidia were lateral, sessile or pediculate, grew singly or in 
groups and were mostly spherical to ovoid, measuring from 2 to 4 microns in 
diameter. 

Wort Agar Difco (fu 4.8) (fig. 6, 2): The colony was approximately 5 cm. 
in diameter and vermiculate, with a flat, yeasty periphery; it was cream-colored in 
the center and at the periphery, with the remainder light cinnamon brown. There 
were many thick-walled yeastlike budding cells, measuring up to approximately 9 
microns in diameter, growing singly or in chains. The sclerotic cells were 
swollen and elongated. The hyphae were from 1 to 4 microns in diameter. The 
conidia resembled those seen on malt extract agar. The chlamydospores were 
approximately 6 to 9 microns in diameter. 

Sabouraud’s Agar (pu 5.6) (fig. 6, 3): The colony was partially submerged, 
with the diameter of the submerged portion approximately 5 cm., and that on the 
surface approximately 2 cm., showing a vermiculate condition with ridges. The 
colony was cinnamon brown. The mycelium on the surface was similar to that 
found on wort agar. Yeastlike budding cells and a sclerotic mycelium were seen. 
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The hyphae were from 1 to 4 microns in diameter with swollen portions and 
terminal, clavate cells. The submerged mycelium of the thin hyphae was approxi- 
mately 1 micron in diameter with many conidia, sessile or pediculate, growing 
singly or in groups, from pyriform to spherical and ovoid in shape and from 2 to 
3 microns in diameter. 

Sabouraud’s Broth (the Preceding Medium Without the Agar): The colony 
was seen as a sediment at the bottom of the flask with the broth dark brown. 
The mycelium was similar to that seen on the surface of Sabouraud’s agar. There 
were many budding yeastlike cells approximately 6 microns in diameter. Sclerotic 
mycelium was present in greater abundance here with hyphae from 1 to 4 microns 
in diameter and sessile or pediculate conidia approximately 2 to 4 microns. 

Corn-Meal Agar Difco (pu 6.0) (fig. 6, 4): The colony, completely sub- 
merged in agar, was approximately 5 cm. in diameter and black and showed concen- 
tric circles of growth. The hyphae were thin and branching, measuring approximately 
from 1 to 3 microns and there were seen many thick-walled conidia, which 
were dark-staining, sessile or pediculate, growing singly or in large groups mostly 
spherical, measuring up to 4 microns in diameter. Other characteristics were 
similar to those found on Sabouraud’s broth. 

Potato-Dextrose Agar (pu 6.2) (fig. 6, 5): The colony, approximately 6 cm. 
in diameter, was heaped up on the surface and submerged, vermiculate, hirtellous 
and crateriform at the center, with ridges radiating to the periphery, and varied 
from mouse-gray to black. There were many dark-staining, thick-walled conidia 
similar to those seen on corn-meal agar, measuring from 2 to 4 microns (mostly 3) 
in diameter, spherical to ovoid in shape and growing laterally on short pedicles 
or in groups. The hyphae were similar to those seen on other mediums and 
measured approximately 1 to 3 microns in diameter. The chlamydospores were 
intercalary and measured approximately 6 microns. Racquet formation of the 
mycelium was present. 

Nutrient Agar Difco (pu 6.6): The colony was approximately 3 cm. in 
diameter, asteroid, and cream-colored and of pasty or yeastlike appearance. The 
striations appeared coremioid and slightly verticillate macroscopically. The hyphae 
measured from 1 to 3 microns in diameter, with enlarged cells up to 9 microns in 
diameter. Yeastlike cells were present, approximately 6 microns in diameter. 
Many conidia were seen singly or in groups, sessile or pediculate, measuring from 
2 to 4 microns in diameter, of spherical to ovoid shape. There were large elong- 
ated cells, and chlamydospores which were approximately 6 microns in diameter. 

Lactose Broth Difco (pu 6.8): A sediment of mycelium was formed at the 
bottom of the flask, the broth assuming a slightly darker tinge. Budding yeastlike 
cells were seen which measured up to 10 microns in diameter. The hyphae were 
branching and septate, from 1 to 4 microns in diameter, with lateral conidia which 
were ovoid or spherical, sessile or pediculate, growing singly or in groups and 
measuring from 2 to 4 microns in diameter. The chlamydospores were inter- 
calary. 

Lactose Agar (the Preceding Medium Plus 2 Per Cent Agar) (fig. 6, 6): 
The colony was approximately from 2 to 5 cm. in diameter, and was asteroid, 
yeasty and partially submerged, simulating that seen on nutrient agar, with a 
cream-colored outer region and a light cinnamon central portion. Conidia were 
present in large groups similar to those seen on corn-meal and potato-dextrose 
agar, except that the walls were not as thick. Other characteristics were similar 
to those observed in the growth in lactose broth. 
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Glycerin Agar (Nutrient Agar Plus 6 Per Cent Glycerin; pu 7) (fig. 6, 7): 
The colony was approximately 2.5 cm. in diameter, hirtellous, cream-colored, and 
cerebriform and convoluted with radiating ridges. The hyphae were enlarged, 
measuring up to 5 microns in diameter with many swellings; they were sclerotic 
in appearance. There was racquet formation of the mycelium. The intercalary 
chlamydospores measured up to 9 microns in diameter and the conidia, both 
spherical and ovoid, measured up to 5 microns in diameter. There were terminal 
clavate cells of varying proportions. 

Yeast-Dextrose Agar Difco (pu 7) (fig. 5, 8): The colony was approximately 
3.5 cm. in diameter and was vermiculate, somewhat hirtellous and black in the 
center with a wide, asteroid, yeasty, coremioid, cream-colored periphery. The 
yeastlike budding cells were mostly spherical, and measured approximately 9 
microns in diameter; some grew in chains, with characteristics similar to those 
seen on nutrient agar. 

Nutrient Blood Agar (Nutrient Agar Plus Bactobeef Blood; pu 7.2) (fig 
5, 9): The colony measured approximately 2 cm. in diameter, and was cream- 
colored, of asteroid shape, simulating somewhat that seen on nutrient agar. The 
characteristics were similar to those observed on yeast-dextrose agar. 

Serum Agar (Bactobeef Blood Serum Plus 2 Per Cent Agar; pu 7.3): The 
growth was poor and the colony was yeasty and gray and approximately 1.5 cm. 
in diameter. There were elongated, closely packed, coremioid hyphae. The 
conidia, chlamydospores and yeastlike cells present resembled those seen on yeast 
dextrose and nutrient blood agar. 

Endo’s Agar Difco (pu 7.5): The growth was poor, and the somewhat asteroid 
colony measured approximately 0.5 cm. in diameter. The characteristics were 
similar to those seen on nutrient agar. 

Reactions to Carbohydrates: Acid but no gas were developed with 1-xylose, 
dextrose, galactose, levulose, maltose, saccharose and dextrin. A slightly acid 
reaction was changed to alkaline with rhamnose and mannose; no acid or gas was 
formed with l-arabinose, lactose, melitose and mannitol. 

Reaction to Gelatin: Gelatin was liquefied beginning on the sixth day. 

Litmus Milk: Acid appeared and curdling began on the third day and was 


mpleted in twenty-two days. 


PATHOGENICITY FOR ANIMALS 

Two mice and a rat, all male, were used for the study. An eight-day 
old culture on Sabouraud’s agar was suspended in sterile saline solution 
and used for the inoculation. 

One mouse was given 0.5 cc. of the suspension intraperitoneally. 
The animal died nine days later of peritonitis. The organism was 
recovered from the pus and cultured. 

The second mouse was given 0.5 cc. of the suspension intraperi- 


toneally. The animal died fourteen days later of peritonitis and severe 


purulent orchitis. The fungus was recovered from the testicles and 
peritoneum and cultured. 

The rat was given 2 cc. intraperitoneally and 0.5 cc. intratesticularly. 
It died sixteen days later of severe orchitis and peritonitis. The organ- 


ism was recovered from both regions and cultured. 
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CLASSIFICATION OF THE ORGANISM 

The uncertainty existing in mycologic nomenclature makes it prac- 
tically impossible to establish permanently a term for an organism until 
one has studied completely all associated or confusing micro-organisms. 
The difficulty with such a procedure lies in the obtaining of such 
microbes, and the worker must theretore depend on written descriptions 
which are not always correct or complete. The multiplicity of variation 
within a single species complicates the picture, owing to the fact that 
no definite standard of comparison has been established by mycologists. 
Mediums having the same name are made differently in various labora- 
tories, often making it difficult for one to repeat the work of others. 
It is therefore proposed that definite mediums with known constituents 
be used for all physiologic determinations of species. 

The aforementioned considerations have been particularly empha- 
sized in the delimitation of species in the genus Sporotrichum. The 
group has often been made the dumping-ground for a number of fungi, 
particularly dermatophytes, which show conidial formation, with the 
result that the original description of Link '® has often been misinter- 
preted. The group as a whole is saprophytic with only few pathogenic 
species. Those organisms which are recognized as causative agents 
of infection have characters which merge into each other, making abso- 
lute determination of species unstable. Of these characteristics, cultural 
and morphologic variations are the least dependable. Pigmentation, as 
has been pointed out, is variable, both light and dark colonies being 
formed by the same fungus. The degree of formation of spores is also 
a changeable factor in Sporotricha. Both properties have been shown 
by Davis '' to be valueless diagnostically. Reactions to sugars have also 
been found to be variable. Meyer and Aird,'* after a study of eighteen 
isolated strains, found some differences in the carbohydrate fermenta- 
tions, which, however, were not constant or consistent with other prop- 
erties so as to allow a separation into distinct species. 

In spite of these complications the two principal or most widespread 
organisms, S. Schenckii and S. Beurmanni, have been differentiated into 
two distinct entities. The former is prevalent in America while the 
latter is supposedly very common in Europe. S. Schenckii differs from 
S. Beurmanni in being light, while the latter becomes dark with age, 
and it forms fewer lateral conidia than the latter ; S. Schenckii produces 
acid with lactose and not with sucrose, while S. Beurmanni produces 


10. Link: Mag. ges. naturf. Freunde 3:12, 1809. 

11. Davis, D. J.:| The Formation of Chlamydospores in Sporothrix Schenckii, 
J. Infect. Dis. 15:483, 1914; Chromogenesis in Sporotricha, ibid. 17:174, 1915. 

12. Meyer, K. F., and Aird, J. A.: Various Sporotricha Differentiated by the 
Fermentation of Carbohydrates (Studies on American Sporotrichosis), J. Infect. 
Dis. 16:399, 1915. 
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acid with sucrose and not with lactose. These differences were par- 
ticularly emphasized by de Beurmann and Gougerot.* In view of these 
characteristics there are those who consider both organisms as one, 
calling the combination S. Schenckii-Beurmanni, and those who describe 
S. Beurmanni as a variety—S. Schenckii-Beurmanni var. Beurmanni— 
while others consider the points of difference sufficient to allow a dis- 
tinct specific rank for each. 

The properties attributed to S. Beurmanni by de Beurmann and 
Gougerot * have been found to hold for the organism described here. 
In view of the considerable controversy existing as to species within the 
genus, comparative work will be necessary before this fungus and the 
associated micro-organisms can be definitely classified. Temporarily, 
therefore, the term S. Beurmanni (S. Schenckii-Beurmanni, S. 
Schenckii-Beurmanni var. Beurmanni) is maintained for the causative 
agent of the infection described in this paper. 


COMMENT 

In reporting this case we feel and hope that more infections of 
a similar nature will be reported throughout the country. The so-called 
endemicity of sporotrichosis in Missouri and the Mississippi Valley 
indicates either a completely localized disease or a lack of recognition 
of the condition generally, which is probably more likely. The presence 
of symptoms in the pulmonary apparatus with subsequent and simul- 
taneous cure along with cure of the cutaneous lesions leads one to 
suspect a similar infection. The absence of Sporotrichum both in smears 
and in cultures of the sputum on several occasions cannot be accounted 
for unless one presupposes, as have several authors, a production of 
toxin—either exotoxin or endotoxin—which is liberated by the fungus 
and localized in the lungs. However, the existence of air-borne spores 
indicates the possibility of a pulmonary complication, and the failure 
to find the organism in a few attempts does not rule out the possibility 
of infection. In the few cases reported there has been no absolute 


proof that the causative agent was Sporotrichum, with the possible 


exception of the case reported by Forbus.’ 


13. Forbus, W. D.: Pulmonary Sporotrichosis, Am. Rev. Tuberc. 16:598, 1927 
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FATALITY FROM EXACERBATION OF LATENT 
TUBERCULOSIS DUE TO THIO-BISMOL 
IN A CASE OF YAWS 


C. M. HASSELMANN, M.D., D.T.M.& H. 
Practicing Physician and Surgeon, and Head of the Section on Dermatology and 
Syphilology, St. Luke’s Hospital Dispensaries 


MANILA, P. I. 


Arsphenamine and its derivatives have to be considered still the best 
and the most efficacious drugs for the treatment of syphilis as well as 
of yaws. There has been lately a tendency to overemphasize the efficacy 
and harmlessness of the various bismuth preparations. Though these 
may cause the disappearance of symptoms in treponematosis, particu- 
larly those of the early stage, they will neithér produce permanent 
destruction of treponemes nor insure a permanent cure in perhaps the 
vast majority of cases. As Lesser ' has pointed out, it is regrettable that 
the combined treatment with arsphenamine and bismuth has_ been 
recommended indiscriminately for all cases of treponematosis when there 
is no direct need for combining arsphenamine with bismuth. Now that 
the initial wave of enthusiasm has ebbed in regard to the supposedly 
permanent action of bismuth on the disease and its low toxicity for 
the human body, it is high time and quite necessary to draw attention 
to the mostly transient and rather inconstant effect on the malady, on 
the one hand, and to the increasing number of toxic side-effects, on the 
other. 

It is a fact to be expected that bismuth acts not on the spirochetes 
alone but on the body cells as well. The kidney tissue is particularly 
affected, and the appearance of casts in the urine during bismuth treat- 
ment can always be demonstrated.* Since the toxicity increases with 
prompt and rapid resorption, as in the case of water-soluble prepara- 
tions, Hudelo and Rabut * abandoned “first the soluble aqueous prepara- 


tions, badly tolerated and of transitory effectiveness.” Furthermore, 
Kolle and his co-workers Evers and Albrecht * have repeatedly shown 
that the chemotherapeutic index of aqueous solutions as well as of oily 

1. Lesser, E.: Med. Welt 5:583 (April 25) 1931. 

2. Hasselmann, C. M.: Yaws and Syphilis: Problems, Clinical Studies and 
Experimental Evidence Concerning Their Relationship, China M. J. 45:1131, 1931. 

3. Hudelo, L., and Rabut, R.: Reactions de la bismuthothérapie antisyphiliti- 
que sur le tube digestif, la peau et le systéme nerveux, Bull. Soc. frang. de dermat. 
et syph. 31:34, 1924. 

4. Kolle, W.: Arch. f. Dermat. u. Syph. 151:274, 1926. Evers, E., and 
Albrecht, B.: Deutsche med. Wehnschr. 51:1564, 1925. 
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suspensions of bismuth preparations is very low, and that the effective- 
ness on the treponemes and the disease is inadequate. They demon- 
strated, furthermore, that the action on the treponemes is that of 
inhibition only, not of destruction and sterilization. If they removed 
bismuth deposited by previous intramuscular injections, treponemes 
again became demonstrable. Intravenous injection of aqueous bismuth 
solutions did not give better results than intramuscular injections. In the 
light of this experimental evidence and from properly gained clinical 
experience and follow-up, exclusive therapy with bismuth, in syphilis 
as well as in yaws, cannot be reasonably justified. Recently, this 
opinion has again been stressed by Stokes.° It applies, so far, to the 
electropositive types of preparations with bismuth as a cation. As to 
the electronegative types of compounds, in which bismuth appears as 
an anion (as in iodobismitol), there is yet not enough experimental or 
clinical evidence to establish any spirocheticidal effect superior to that 
of the ordinary, electropositive bismuth compounds. Though some of 
my clinical observations seemed to point to a satisfactory, and sometimes 
even a rather rapid, effect as manifested by the disappearance of 
morphologic yaws lesions, I have observed a number of relapses after 
apparent clinical as well as serologic latency. I have also encountered 
cases apparently resistant to iodobismitol but yielding quickly to 
arsphenamine. Furthermore, this unsatisfactory action of iodobismitol is 
borne out by the quantitative follow-up of the serum reaction. I have 
found that the quantitative titration is a good method to evaluate the 
efficacy of drugs and shali present my research at the coming ninth 
congress of the Far Eastern Association of Tropical Medicine. 

The deleterious side-effects of bismuth, unavoidable and impossible to 
foresee, during the period of administration have been thoroughly dis- 
cussed recently by the French school ( Milian, Bory, Vigne and Gaté 
and Montlaur).® Especially oliguria and other disturbances of the 
kidneys were reported to occur frequently. 

For these reasons, the fallacy becomes evident of such a statement 
relative to thio-bismol:* “A bismuth salt for antisyphilitic treatment by 
injection should preferably be soluble in water, to facilitate administra- 
tion, and in tissue fluids to insure penetration of affected structures.” 

It is clear that probably in many cases alarming side-effects follow- 
ing the administration of water-soluble bismuth compounds can_ be 
checked in time by the careful physician. Among the latent conditions, 
however, in which the apparent rapid resorption of aqueous bismuth 


5. Stokes, J. H.: Clinical Treatment Problems in Today’s Syphilology, J. A. 
M. A. 94:1029 (April 5) 1930. 

6. Réunion dermatologique de Strasbourg, June 8, 1930, Bull. Soc. franc. de 
dermat. et syph. 37:847 (July) 1930. 
7. Therap. Notes, Parke, Davis & Co., Sept. 1932, p. 247. 
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compounds may result in unavoidable irritation and exacerbation, tuber- 
culosis takes a foremost place. I recently had a case of yaws under 
observation in which the administration of thio-bismol was followed 
by an acute and fatal exacerbation of latent tuberculosis, though 
previously clinical symptoms were absent. Since tuberculosis is the most 
common infection of mankind, occurring in most persons at some time 
during life, such a lethal effect of aqueous bismuth preparations requires 
serious consideration. 
REPORT OF A CASE 

A Filipina, 9 years old, well nourished and otherwise apparently healthy, 

when seen on Aug. 8, 1932, had generalized polypapilloma of yaws. The 





\ 











Polypapillomata framboesica over the arm and around the mucocutaneous 
borders of the orifices of the face, the latter lesion being in the initial stage and 
the forerunner of gangosa (rhinopharyngitis mutilans). 


frambesial efflorescences of the later, metastatic, generalization period affected 
mainly the philtrum and the nostrils, part of the neck below the chin and the right 
arm. The localization around the mucocutaneous junctures of the face contours is 
frequently seen and constitutes the forerunner of and transitional form to gangosa 
(rhinopharayngitis mutilans).* 

Serum from the papillomas contain many treponemes (Treponema pertenue ). 
The Wassermann and Kahn tests were both strongly positive. The heart was nor- 
mal, as were the pulse and respirations. The lungs were without apparent gross 
pathologic changes. Auscultation and percussion did not show anything suggestive 
of an active or dormant tuberculous process. Some of the cervical lymph glands 
were palpable but small, as is often found in natives. The urine showed a specific 


8. Schoebl, O., and Hasselmann, C. M.: Philippine J. Sc. 35:209, 1928; 
Arch. f. Schiffs- u. Tropen- Hyg. (supp. 2) 36:1, 1932. 








HASSELMANN—FATALITY FROM THIO-BISMOL 689 


gravity of 1.015; an acid reaction; an amber color; no albumin, sugar, urobilin 
or urobilinogen; a negative diazoreaction; sediment (not catheterized urine); a 
few epithelial cells and leukocytes; no erythrocytes, and no casts. 

The child was first given, alternately, bismuth hydroxide dispersed in oil 
and a suspension of bismuth salicylate in oil (containing 10 per cent bismuth sali- 
cylate) ; she received one dose of each intramuscularly, with a three day interval. 
This amount was equivalent to 0.248 Gm. of metallic bismuth. The urine remained 
normal. Three days after the last injection, 0.2 Gm. of thio-bismol was given 
intramuscularly in the usual manner without any immediate sign of shock or 
untoward immediate side-effect noticeable. This dose of thio-bismol was equivalent 
to only 0.075 Gm. of metallic bismuth, and therefore a little more than half of each 
single dose of the two preparations previously given. Two days later the child 
began to show fever and scanty urination. She died four days later. 

Autopsy ® revealed: Moderate chronic fibrocaseous tuberculosis of the lungs ; 
caseous tuberculosis of the cervical lymph nodes, which are but slightly enlarged ; 
calcified peribronchial lymph glands on the right side. The liver was yellowish, 
indicating some fatty degeneration, and showed passive congestion. There was 
tubular nephrosis. No other abnormalities having a bearing on the cause and 
manner of death were found (abstract). 


COMMENT 


I?° as well as others have repeatedly cautioned against incomplete 
“cures” with utterly insufficient amounts of arsphenamine and bismuth 
in the treatment of yaws. A fair guaranty against relapses is obtainable 
only with doses nearly approaching those given in syphilis. In 
yaws, too, the serologic picture is the reliable guide to determine the 
necessity of continued treatment once the clinical lesions have dis- 
appeared. This dictum must be kept in mind, though it is well known 
that ignorance and stupidity of the native population in the tropics often 
prevent sufficient treatment, apart from financial considerations. For 
such economic reasons, arsphenamine had not yet been given to this 
patient. Oily suspensions of bismuth salicylate and of bismuth hydro- 
oxide were well tolerated by this child suffering from frambesia 
tropica. One intramuscular injection of each, with a total amount of 
the two drugs equivalent to 0.248 Gm. of metallic bismuth, had been 
given in the usual manner and at the usual interval. This total dose 
is about from one-sixth to one-fourth what is usually given in 
treponematosis in a single series to a child of that age and weight. 

This usual dosage of bismuth, as given to my patients with yaws, 
may seem to be rather high, as it is about the same amount as that 
administered in syphilis. However, as already pointed out, it is indis- 


9. Dr. Pablo Anzures, of the College of Medicine, University of the Philip- 
pines, who performed the autopsy, allowed me to have his notes. 

10. Hasselmann, C. M.: Frambésie and Syphilis, Zentralbl. f. Haut- uw. 
Geschlechtskr. 33:273, 1930; China M. J. 45:1131, 1931; Our Present Conception 
of the Relationship of Yaws to Syphilis, Caduceus (Univ. Hongkong) 11:105, 
1932; Ulcer of the Leg, Arch. Dermat. & Syph. 28:44 (July) 1933. 
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pensable to insure a fairly sufficient action, since bismuth is far inferior 
to arsphenamine in its effectiveness as I have repeatedly stated ° in 
accord with other authors. By taking care to check the kidney func- 
tion during the treatment, I had always been able to avoid any untoward 
or serious side-effect resulting from accumulation of the drug when 
using oily suspensions of the different bismuth preparations. Con- 
sidering the water-solubility of thio-bismol, I began with a considerably 
smaller dose in comparison with the metallic content of the oily sus- 
pensions previously used, namely, with only 0.2 Gm. of thio-bismol, which 
corresponds to only 0.075 Gm. of metallic bismuth, or approximately 
little more than half of the dose previously given. It is about one 
seventh of the dosis tolerata, though more, perhaps, than the usual 
dose, “being 0.2 Gm. for a person weighing 150 pounds” (both figures 
are quoted from the manufacturing company’s advertising pamphlet). 

In the absence of any direct toxic symptoms attributable to bismuth, 
such as gingivitis with dark bismuth staining of the gums, colitis or 
nephritis, the fatal outcome could not be the result of immediate and 
direct poisoning with bismuth, but was caused by an exacerbation of the 
existing latent tuberculosis. This activation of the miliary tuberculous 
foci was apparently due to the rapid resorption of thio-bismol. 


THIO-BISMOL 


Thio-bismol is the trisodium salt of bismuth thioglycollic acid, of 
the following structural formula: 


S-CHCOO-Na 
Bi—S-CH-COO-Na 
S-CH-COO-Na 


Though, according to Dyson," it was found devoid of antisyphilitic 
activity about thirty years ago, recent investigators (Cole,’* Gruhzit, 
Lyons and Perkins** and Greenbaum and Rule**) have recently 
recommended it again for the treatment of syphilis. Cole stated: “If a 
soluble preparation is desired we find the thio-bismol in a dose of 0.2 
Gm. (3 grains) or the bismuth sodium tartrate of 0.03 Gm. (14 grain) 
given twice a week quite satisfactory.” But he did not give further 
particulars. Greenbaum and Rule, however, found potassium bismuth 
tartrate superior to thio-bismol when given in the same dosage (0.005 


Gm. of bismuth per kilogram to rabbits). 


11. Dyson: Pharm. J. 120:582, 1928; 123:431, 1929. 

12. Cole, H. N.: Am. J. Syph. 16:9, 1932. 

13. Gruhzit, O. M.; Lyons, E., and Perkins, R.: Bismuth Thioglycollate in 
Experimental and Clinical Treatment of Syphilis, Arch. Dermat. & Syph. 15:550 
(May) 1927. 

14. Greenbaum, S. S., and Rule, A. M.: Am. J. Syph. 15:59, 1931. 
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Mackenna *° tried out bismuth preparations in lupus erythematosus. 
He stated that bismuth thioglycollate had not given any better results 
than the other oily preparations. 

In regard to my own experiences, I had administered thio-bismol 
to only a few patients, but I felt obliged to abandon it at once after the 
fatal case reported here. I may say also that I could never observe 
any better therapeutic results than with the oily suspensions. Further- 
more, all patients complained immediately after the injection of a severe 
burning sensation and pain lasting for many hours, as already described 
by Gruhzit** and Lyons and Perkins*® in their cases. Dr. L. Z. 
Fletcher of Manila*® also gave up the use of thio-bismol completely, 
as in too many instances it caused abcesses at the site of injection. 

The therapeutic evaluation of bismuth compounds may be more 
accurately gaged, in addition to the clinical follow-up by the utilization 
of quantitative evaluation of the serum reactions, as devised by 
Schwartz.’* Together with him I am conducting investigations along this 
line to observe the quantitative changes of serum reactions during treat- 
ment with different drugs and to establish critical evidence of any 
possible relationship between the type of the manifestation of the dis- 
ease and the titer of the serum. 


CONCLUSIONS AND SUMMARY 


In treponematoses, arsphenamine treatment remains supreme in 
regard to quick and effective spirocheticidal action. If, for reasons of 
economy or practicability (avoidance of intravenous injection) bismuth 
preparations have to be selected, the oily suspensions with the so-called 
deposit action are preferable. Their dosage can be controlled accurately 
enough with the reliable brands after proper shaking of the emulsion. 
Water-soluble and tissue fluid-soluble bismuth compounds, which 
“might be carried without loss and hindrance to the blood-stream and | 
thence to the various tissues,” are objectionable and dangerous. In 
addition to immediate toxic side-effects, acute exacerbation of latent 
tuberculosis may happen. 

A fatal case of yaws with apparent exacerbation of latent tuber- 
culosis following the administration of thio-bismol is described and 
discussed. 


As latent tuberculous lesions are often present but clinically not 
recognizable, bismuth compounds with a rapid resorption may have 
a deleterious effect and are particularly not suited for dispensary patients 
for whom medical care and follow-up are difficult. 


15. Mackenna, R. M. B.: Lancet 1:178 (Jan. 25) 1930. 
16. Fletcher, L. Z.: Personal communication to the author. 
17. Schwartz, S. C.: J. Lab. & Clin. Med. 16:197, 1930. 
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THE CONCEPT OF NEUROSYPHILIS 


; The present day concept of syphilis of the nervous system is little 
over one hundred years old. It has been developed by definite stages 
in which Bayle, Virchow, Heubner, Nissl, Alzheimer, Hoffman, Ehrlich, 
Noguchi, Moore and others have played successive roles. Owing to the 
classic accomplishments of these pioneer students of neurosyphilis, one 
is able to comprehend its syndromes today as the phenomena of a chronic 
infection reaction in the human nervous system caused by Spirochaeta 
pallida. Through the changes in the blood and the spinal fluid and 
the reactions of the meninges, vessels and parenchyma of the brain, the 
clinical and pathologic aspects of these important disease entities are 
daily being revealed in increasing completeness. 

Prior to the publication of the work of Bayle and of the other 
investigators of the period that his observations initiated, the picture of 
neurosyphilis was not at all clear. There is little evidence that syphilis 
was known prehistorically or in the period represented by the early 
medical literature. There is no well established proof that syphilis 
existed in Europe from the first years of the Christian era through the 
Middle Ages. But it is practically certain that following the return of 
Columbus’ sailors from Haiti there was an epidemic of venereal dis- 
ease that quickly spread through Spain, Italy, France, Germany and 
England between the years 1493 and 1500. Writers in this period and 
the years to follow contributed observations and opinions to medical 
literature in considerable number. They described the origin and the 
course of the disease and gave its symptomatology and its treatment. 

: Interest in its etiology was strong, and therefore various causes, 

. celestial and mundane, were given in explanation of the epidemic. 

It was immediately recognized that syphilis began with a local lesion, 
the chancre. That it had systemic effects was also soon recognized, but 
the function of the central nervous system not being well understood at 


Read before the Boston Medical History Club, April 16, 1934. 
From the Department of Diseases of the Nervous System, Harvard Medical 
School. 
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that time, few specific references to syphilis of the brain and spinal cord 
were made. That neuraxial involvement was recognized can be deduced, 
however, from some excellent observations on clinical symptoms and 
from a few good anatomic diagnoses that were reported in association 
with or occasioned by a syphilitic infection. It is these observations to 
which reference is made in later articles and textbooks in which 
Leonicenus, Grtinpeck, von Hutten and others are variously mentioned 
as being the first to describe paralysis, meningitis and cranial nerve 
palsies as being of syphilitic origin. 

The reader who repeatedly finds such references in pursuing studies 
on this subject finally feels a certain curiosity to see these works and 
inquires for them at the medical library. They are rare, he learns, and 
may not be available ; or, if they can be obtained, the barrier of fifteenth 
century medical Latin may keep him from an easy grasp on their 
contents. Some of these early tractates have been reissued in facsimile, 
however, and some have been translated into modern German or French. 
Few are to be found in English. According to Mendell, by whom a 
valuable and the most recent translation of von Hutten’s works has 
been made, the treatise on guaiac was first published in Latin at Mainz? 
in 1519, and in the same year a German translation came out at 
Strasbourg,* made by Thomas Murner. A French translation was made 
in 1530 by Jehan Cheradame, and the first English translation was made 
by Thomas Paynell* in 1539. A well preserved copy of this can be 
seen among the William Norton Bullard collection at the Boston 


Medical Library. Daniel Turner is supposed to have made a translation 
in 1730, but he is said to have admitted that he had not seen the Latin 
original and had merely revised the work of Paynell. The translation 
by Heinrich Oppenheimer * into German, done in 1902, is excellent, as 
is the earlier translation into French, made by Potton ® in 1865, direct 
from the Latin. For the source of his modern English translation, 


1. von Hutten, U.: De guaiaci medicina et morbo gallico, Moguntiae, J. 
Schaeffer, 1519, book 1. 

2. von Hutten, U.: Von der wunderbarlichen Artzney des Holtz, Guaiacum 
genant, und wie man die Frantzosen oder Blatteren heilen sol . . . durch 
T. Murner . . . geteutschet, Strasbourg, J. Grieninger, 1519. 

3. von Hutten, U.: Of the Wood Called Guaiacum, That Healeth the Frenche 
Pockes, and Also Helpeth the Goute in the Feete, the Stoone, the Palsey, Lepres, 
Dropsy, Fallinge Evyll and Other Dyseases, translated by Thomas Paynell, London, 
T. Berthelet, 1539. 

4. von Hutten, U.: Ueber die Heilkraft des Guaiacum und die Franzosen- 
seuche, tibersetzt von Dr. Med. Heinrich Oppenheimer, Berlin, August Hirschwald, 
1902. 

5. von Hutten, U.: Livre sur la maladie francaise et sur les propriétés du 
bois de gayac. Orné d’un portrait de l’auteur, precédé d’une notice historique sur 
sa vie et ses ouvrages. Traduit du latin, accompagné de commentaires, d’études 
médicales, d’observations critiques, de recherches historiques, biographiques et 
bibliographiques, par le Dr. F. F. A. Potton, Lyons, L. Perrin, 1865. 
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Mendell ® used a Latin text, the one found in the fifth volume of the 
collected works of Ulrich von Hutten, edited by Edward Boecking and 
published by B. G. Teubner at Leipzig in 1861. 


ULRICH VON HUTTEN’S TREATISE 


Ulrich von Hutten is often referred to as having first described 
“syphilitic paralysis” in his book on guaiac that consists of twenty-six 
short chapters. He dealt mainly with the symptoms of syphilis and 
extolled the virtues of guaiac as a drug to be used in their treatment. 
The tone of his argument is highly dramatic and personal. Von Hutten 
himself had syphilis, and he told with considerable emphasis that his 
father also had it.” He dwelt acutely on the horrors of syphilis and 
described his own experiences as well as what he observed in others. 
He employed an engaging style and had a vivid descriptive sense. At 
various places in the book mention is made of symptoms, and in some 
instances these refer to functions of the nervous system. 

After describing the origin of the disease, von Hutten spoke 
(chapter I) of the patients ads being “ . . . prey to tortures as 
cruel as if they had been thrown into the midst of flames.” In many 
passages similar to this, he referred to the mental pain and anguish 
suffered by the victim of the infection. He at times sought a moral 
reason for such suffering and seemed not overly satisfied (chapter IT) 
with the contemporary astrologic views: 


The astrologers, who wanted to explain everything by the movement of the 
astral bodies, related the epidemic to the conjunction of the two planets Mars and 
Saturn, which had taken place a little while before. They rejected as causes 
two eclipses of the sun that had been observed, and which some had blamed for 
causing the epidemic. These last signs (Mars and Saturn), in their opinion, 
could presage only mucous, or bilious, long, rebellious, chronic illness, such as: 
elephantiasis, leprosy, impetigo, malignant dartre, skin diseases, pustules, disorders 
which deform the body, gout, rheumatism, paralysis, pain in the members, in a 
word—all the lesions of this nature. 


Apparently he realized the sequence of lesions and events in the 
disease. In several passages (chapter III) he discriminated between the 
early and later stages of the infection: 


In comparing them with the terrible accidents which follow, one would be 
tempted to regard as scarcely serious the first signs of venereal infection; and 
yet it is permitted to assume that it develops the germ of all the other maladies. 


6. von Hutten, U.: The Remarkable Medicine Guaiacum and the Cure of the 
Gallic Disease, translated by Clarence W. Mendell, Arch. Dermat. & Syph. 23:409 
(March) 681, (April) 1045, (June) 1931. 

7. One cannot help remarking on the difference between the attitude toward 
syphilis in the sixteenth century and that which exists today. Then it was dis- 
cussed openly as any other disease; now it is a matter of the greatest secrecy. 
In fact, to state that a person has syphilis opens one to a charge of libel. One 
wonders when and why the attitude changed. 
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In the beginning, one feels only a pain in the members; soon swelling is joined 
to it; abscesses, nodicities, indurations follow; these disorders become the source 
of atrocious suffering, and remain always the most cruel of ills. 


Von Hutten spoke (chapter III) specificially of “nervous accidents,” 
and judging from his context, they were part of his personal 
experience. 


Divers nervous accidents, protean in their forms and formidable, may appear 
consecutively. Sometimes, it is a sort of gout which shows itself in the feet; with 




















Fig. 1.—Portrait of Ulrich von Hutten (from De guaiaci medicina et morbo 
gallico, Moguntiae, J. Scheffer, 1519, book 1). 


some it is an apoplexy or paralysis which the disease brings in its wake. Several 
have been smitten with leprosy. These are the facts that have made people 
presume that these lesions, having among themselves a similarity or an extreme 
affinity, can be under the dependence of the same causes; since they appear in 
identical conditions. ' 

Often the violence of the pain brings on a fever, which is accompanied by 
unbearable tremblings; abscesses develop, and become chancres or fistulas, devour- 
ing ulcers uncover the bones, which are seized by caries; this complication is the 
source of new dangers. 
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Von Hutten mentioned lesions affecting the brain (chapter IV) and 
spoke of dysarthria and the severity of the condition indicated by this 
symptom : 

In certain cases the brain in the end became affected: tremblings of the hands, 


the feet, and the whole body set in; the tongue was impeded and babbled; from 
this time on there was no hope; the disease was incurable.’ 
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Fig. 2.—Title-page, showing two patients being introduced by a physician to 
a dealer in guaiacum wood (von der Artzney des Holtz Guaiacum, Strasbourg, 
1519). 


He spoke (chapter V) of the value of guaiac, his pet remedy, in 
relieving symptoms ascribed to nervousness. Also he credited other 
methods of treatment: 


Another result expected of this medication (i. e., sweating and purgation) was 
to calm the nerves and to give more vigor to the members. 


8. This is suggestive of dementia paralytica. 
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Concerning the vigtues of the drug he recommended, von Hutten 
was almost vehement. At times he harangued the reader, and on occa- 
sion (chapter XI) he created controversy to lighten his argument: 


“Could it not be,” said I to this old man, “that venereal sickness being a 
recent affliction and the medicine being new also, we might not know them very 
well?” 

“You are mistaken,” he replied, “they are ancient. Pliny talks of them in one 
of his books.” 

Wishing to know what Pliny had written, I asked by what he designated the 
malady. 

“That Latin author calls it mentagre, because it attacks the mind.” 

“But do not other sicknesses also attack the brain? Are not intellectual 
troubles the consequence of phrenesy, mania, and epilepsy, rather than the French 
disease ?”” 

As he was disposed to overwhelm me with other explanations of the same 
weight, I stopped him: “Learn, old man, to answer with more reason, especially 
when it is a question of public health. If you had read, or at least understood 
Pliny, you would know that the malady which he calls mentagre takes its name 
not from mens (mind), but from mentum (chin), because this part of the face 
is the seat of the eruption of which he speaks.” 

Was it possible not to respond tartly to such an ignorant fellow, not to 
ridicule such stupidity? 


It may be assumed that von Hutten was acquainted with classic 


literature as well as etymology. 

Specific lesions are frequently mentioned (chapter XXIII) often in 
detail. The value of treating them is usually stressed. Von Hutten 
was a therapeutic optimist and apparently a very sincere one: 

In general, accidents of the genital organs, although accompanied by severe 


acute suffering, consequences of a violent inflammation, are cured promptly by 
rational medication. 


References to sensory as well as to motor functions are found. He 
mentioned (chapter XXIII) what might today be called dysesthesia. 

The patients begin by feeling such a sensation of cold in the hands and feet, 
that vital heat seems to abandon them. Doctors who want an explanation say 
that guaiac has a virtue of drawing the heat from the extremities. Once the 
blood has been warmed, heat returns to the extremities. 


or, possibly (chapter XXIV), paresthesia. 


These beautiful results are obtained equally and with the same facility, in those 
whom a cold sensation freezes and in those whom a burning sensation devours. 


Von Hutten was one of the first to recognize, or to claim 
(chapter XXIV), that syphilis affects all the organs of the body: 


It can happen to other patients as it did to me, that the bones may be uncov- 
ered; the nerves laid bare, the vessels affected ;—in a word, tt can smite all the 
organs. 
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The book is essentially a treatise on the value of guaiac in the 
treatment of systemic syphilis. The reader is never allowed to forget 
that point. From countless statements of the value of guaiac, these are 
chosen (chapter XXIV) because of their particular reference to the 
functions of the nervous system: 

Guaiac possesses a very great action on black bile, rids the sick of it, makes 
them more gay, less irritable. One understands by this its power in melancholia. 
Here it is capable, besides preventing congestions, of ridding the head of swellings 
from humors, of dissipating its pressure feeling by warming the brain. 


He continued: 


Guaiac is advantageous for the stomach which it fortifies, it gives back to 
the organs of the belly their former power. Its effects on thin, weak, members 
are beyond doubt; it makes their size and their strength increase, makes the con- 
traction of nerves cease when they are enfeebled, it sustains and rebuilds them. 
By means of it, feeling, movement, and youthful vigor are given back to paralyzed 
members. . . . It begins sometimes by constipating the patient, but its sweet- 
ening, laxative action soon manifests itself. 


Further on he spoke of asthma: 


In oppression or asthma, be it primary in type or a consequence of mercurial 
frictions, guaiac has been shown to be salutary. I have indicated the various 
maladies that venereal disease can cause. 


Apparently von Hutten referred here to slight shocks, but he was 
not too certain of these statements and qualified them somewhat 
(chapter XXIV). 

Medication with guaiac is efficacious against paralysis and dissipates it, if it is 
recent. I myself have not witnessed this but I believe it on the authority of com- 
petent and serious men. Ricius has assured me that guaiac did not cure but 
markedly improved a miserable leper, who, after medication, no longer showed 
the horrible symptoms of the malady. The drying-up virtues of guaiac have 
caused it to be prescribed for hydropsy. Before expressing any opinion on this 
point, I await the results of the practice of experienced doctors. But no one 
denies that the wood of the isles has been employed with success in epilepsy, 
especially in the type designated by the name “cold epilepsy” (epilepsy curable 
by diet and regimens). 


Von Hutten distinguished between “idiopathic” or “cold” epilepsy 
and that of “organic” origin. 

The predominant note of the book is the author’s sadness and horror 
over the severity of the symptoms. As he had experienced these and 
witnessed them, he was profoundly impressed. His own sufferings 
contrasted with the improvement he felt after taking guaiac as a remedy 
may to some degree account for the enthusiastic fervor he showed in 
recommending it to others. He was deeply pained most of the time 
and (chapter XXV) relates: 


One of my friends seeing me without release a prey to the most horrible suffer- 
ings, tortured in the night by piercing pains, overcome in the day, disgusted by 
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any kind of food, engaged me to put an end to such ills, since there were no more 
chances of health, no more hope and my body was becoming one sore. 


At times he was unusually philosophic in his mood: 


The philosopher Speusippe (a nephew of Plato), paralytic, incurable, forced 
to have himself carried in the streets, mc ‘ting Diogenes one day addressed to him 
wishes of happiness—“In the sad situation which is yours,” responded the cynic, 
“I do not ask that the gods conserve your existence.” 

What then would the philosopher with such principles have said, if he had 
seen me impotent, barely able to move, as if stricken by paralysis, when my body, 
partly decomposed, gave forth an infected odor, inspired disgust and repulsion? 


Besides referring to his impotence and weakness, he described 
(chapter XXV) in more detail his own symptoms, including a disorder 
of sleep: 


It was impossible for me to stand for several minutes without reawakening 
my pains; the feebleness involved my joints, especially the left shoulder. I could 
no longer raise my arm, my hand was emaciated and weak. 

I must proclaim here an admirable virtue of guaiac. During the day, I was 
overwhelmed by an irresistible desire to sleep which doctors regarded as a cause of 
my ills. For six years I had not been able to overcome this imperious need for 
sleep. Today it no longer dominates me; I think now that if I wanted to abandon 
myself to it, it would be useless. 


The book ends with the impressiveness of a personal declaration. 
It is documented with considerable fervor : 


It was at Mainz that my hand was last set at this work, in the year 1518. 


BIOGRAPHIC NOTE® 


Considerable is known about the life of Ulrich von Hutten. He 
was born in 1488 at Steckelberg, Franconia, in the castle of his family, 
one of the oldest and best known of the neighborhood. His early days 
were spent in relative isolation in a war-ridden environment, following 
the customs of his ancestors. An escort and armor were necessary 
adjuncts to visits or hunting trips. 

Von Hutten was a frail youth who was sent, at the age of 11, to 
the Abbey of Fulda, to learn the classics and elements of clerical life. 
He resisted the desires of his masters and his parents that he enter 
the order; at the age of 16 set out in company with a friend, 
C. Rubianus, for Cologne, and his father disowned him at this point. 
In the university, he came much under the influence of Oesticampius, 
who had rejected the medical theories and methods of the Middle Ages 
in favor of those of classic antiquity. With him, he studied the writings 
of Leonicenus, Reuchlin, Bride, Erasure, Wimpfeling and Ramns, and 


9. Ann Leslie Nichol Moore aided in the translation of the original sources 
of this paper. 
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received the degree of Master of Arts at the Academy of Frankfort-on- 
Oder in 1506. He never took a degree in medicine. Then he began a 
vagabond’s existence which took him all over Europe (“stick in one 
hand, book in, the other”), living by alms and patronage. He visited 
the universities of Wurttemberg, Vienna and Rostock, and studied law 
in Paire. Von Hutten’s father finally reinstated him in his graces for 
participating in the struggle to obtain revenge after a cousin’s (Jean 
de Hutten’s) murder in 1916; but the reconciliation made no change in 
his life. Later he fought in various battles under Emperor Maximilian I, 
and participated in various campaigns. He pleaded for war against the 
‘ Ottomans in 1518, and after that, in 1520, joined Luther and his forces. 
} In one sensational escapade he fought five Frenchmen who criticized 
the emperor ; he killed one and frightened the other four away and was 
wounded himself. He was continually embroiled and annoyed by 
a enemies. 
Sporadically he was writing both prose and poetry. Most of his 
: poems were in the occasional vein—a request for a patron, a compliment 
or a protest. He wrote one long moralistic poem. His prose consisted 
of his medical works, a satire titled “Nemo,” and tracts containing 
social propaganda, including an article on the condition and the miseries 
of prostitutes. He was the author of numerous pamphlets against 
Roman Catholicism. He is supposed to have written many of the 
“Epistolae obscurorum virorum.” '° 
On account of personal and political difficulties, he became an exile 
in Switzerland, where he died at the age of 35 on the Isle of Ufnau, in 
Lake Zurich, in 1524. 
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10. Stokes, F. G.: Epistolae obscurorum virorum (Latin and English), London, 
Chatto and Windus, 1909. 








Minor Notes 


This department is intended for the publication of brief notes which 
are unusual, interesting or otherwise worth while, whether of a practical 
or of a scientific nature. Therapeutic notes are particularly desired, but 
notes in any field of dermatology, clinical, scientific or from the labora- 
tory, are welcome. They should be short—of sufficient length to call 
attention to the subject without undertaking to exhaust it. 





ITCHING LEGS AND ZINC GLYCEROGELATIN 
(UNNA’S DRESSING) 


WittrAamM ALLEN Pusey, M.D., CHICcAGo 


This item is to recall attention to the usefulness of dressings of zinc glycero- 
gelatin for itching and secondary dermatitis of the legs and for various subacute 
conditions which chiefly need protection. Itching together with a slight dermatitis 
of the legs is a common condition in middle-aged and old persons, especially in 
cold weather. It is not the simplest condition to control. Salves and other 
temporary applications as a rule are not only ineffective, but they are troublesome 
and disagreeable to use. In these cases dressings of zinc glycerogelatin are a useful 
recourse. As a rule they quickly control the condition, and they are convenient 
because they require no attention until they begin to wear off. The one objection to 
this form of treatment is that it interferes with tub and shower baths, although not 
with necessary bathing for cleanliness, but bathing is bad for this condition anyway. 

I have found that the best way to apply the dressing in these cases is as follows: 
Paint the melted dressing on the legs in a light coat; a heavy coat is not neces- 
sary. Without waiting for the gelatin to harden after it is put on, cover it with 
a thick layer of absorbent cotton; press it in contact with the dressing and imme- 
diately pull off the excess of cotton; then powder the whole surface with talcum 
powder so that there will be no sticky places. Such a dressing can be applied in 
five minutes, and the patient can put on his clothes immediately. 


7 West Madison Street. 





BURNING TONGUE 
HERBERT RATTNER, M.D., CHIcAGco 


A patient seen more than a year ago for burning tongue recently wrote me 
that her tongue had so improved that she no longer had to limit her diet to bland 
foods and could even smoke without discomfort. She had suffered from burning 
tongue for seven years and had been thoroughly studied by several physicians, who, 
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unable to account for her discomfort, had finally considered the condition psycho- 
neurotic. When I saw her it was shortly after Everett Lain published his paper 
on oral lesions from artificial dentures.1 The tongue grossly appeared normal. 
There was no undue salivation. There was a slight metallic taste in the area of 
the tongue adjacent to two amalgam fillings. On the opposite side there were 
three gold inlays. Measurements with a micro-ammeter indicated distinctly a 
current generated by the dissimilar metals, gold and silver. The patient’s dis- 
comfort was so annoying that she readily had the amalgam fillings replaced by 
gold. The relief was prompt. 

The result bears out forcefully the contention of Lain that among the many 
causes for burning tongue electrical discharge from dissimilar metals in dentures 
is important. 


7 West Madison Street. 


1. Lain, Everett: Chemical and Electrolytic Lesions of the Oral Cavity 
Produced by Metallic Dentures, Arch. Dermat. & Syph. 25:21 (Jan.) 1932. 





RECURRENT HERPES ZOSTER 
James J. Snipes, M.D., Lincotn, NEs. 


On April 2, 1932, Mrs. V. M., aged 57, was seen with the complaint of a severe 
cold and occipital headache. Examination showed only infection of the left 
maxillary sinus; the sinus was irrigated, thick mucus and pus being obtained in 
the washings. On May 18 the patient returned with herpes zoster of three days’ 
duration. There was one group of vesicles over the exit of the fourth thoracic 
nerve on the left side, another just below the left axilla and another on the outer 
side of the left breast. There was mild neuralgic pain. Treatment consisted of 
injection of 1 cc. of solution of pituitary each day for three days. No new lesions 
developed, and recovery was uneventful. On Sept. 1, 1934, the patient returned 
with herpes zoster of three days’ duration. There were three groups of vesicles in 
exactly the same location as before. The only difference was that this time the 
deep-seated neuralgic pains were so severe that it was necessary to prescribe 
sodium amytal so that the patient could sleep. The treatment consisted of 1 cc. 
of solution of pituitary each day for three days. No new lesions developed, and 
the old ones healed promptly. On September 10 she still complained of 
severe pain over almost the entire upper portion of the left side of the body. She 
was seen again on Jan. 10, 1935, and she reported that the pain in her side persisted 
for about two weeks. Since that time she had been entirely well. 


1037 Stuart Building. 








Editorial 


“MINOR NOTES” 


One of the most popular and widely read sections of The Journal 
of the American Medical Association, we understand, is that of “Queries 
and Minor Notes.” This fact suggested to us the idea of starting a 
department in the ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY, not 
of “Queries” but of “Minor Notes.” We do so in this number. The 
department is intended essentially for the brief presentation of a point 
which the writer has found interesting, convenient or useful or in some 
other way worth while. The workers in every laboratory and clinic and 
every dermatologist have certain ideas and experiences that are interest- 
ing or useful but perhaps are not a part of current practice or general 
knowledge. There are often tricks in technic of practice that make the 
difference between satisfactory and unsatisfactory methods and results ; 
they are the sort of ideas that come out in informal conversations or 
that one discovers while working in a laboratory or in the association of 
private or of clinical practice. They are often very useful and important, 
but because the possessor thinks they will not serve as material for an 
article he feels that they are not worthy of reporting. 

We are trying to garner in this kind of material. Whether we can 
get enough of it to keep the department going is doubtful, but we are 
going to try. If we can get cooperation, we have no doubt that it can 
be made a valuable department. 

The notes published in this issue are intended to illustrate the sort 
that are desired; they fail in the respect that none of them has to do 
with the laboratory. 

One inducement that we can hold out is that these short notes will be 
read, and experience indicates that they are apt to prove as important 
as longer communications. 
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Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


MELANOMA Srtupies: III. A THeory or PIGMENTED Motes; THEIR RELATION TO 
THE Evotution or Harr Forticrtes. Gerorce F. LarLtaw and MARGARET 
R. Murray, Am. J. Path. 9:827 (Nov.) 1933. 


On morphologic grounds it is proposed that the pigmented hairy mole represents 
a transition from the pigmented tactile organs of the reptilian type to the hairy 
tactile organs of the mammalian type. 


Moore, New York. [Am. J. Dis. CuHILp.] 


ADRENAL CortTicAL HyPerFUNCTION. M. Go_pzieHer and H. Koster, Am. J. Surg. 
27:107 (Jan.) 1935. 


This paper deals essentially with the surgical treatment of hyperfunction of the 
adrenal cortex. Goldzieher and Koster discuss the symptomatology of the various 
endocrinopathies ; and of hirsutism, they summarize their observations as follows: 
In women with hirsutism of pituitary origin the hair is usually silky and 
lanugo-like, and the facial growth predominates on the cheeks. The hirsutism due 
to abnormal ovarian function is universal and of typical masculine character. That 
due to hyperactivity of the adrenal cortex is characterized by coarse, dark hair on 
the chin and upper lip and by a wide distribution of hair all over the body. Regres- 
sion of the condition after removal of both ovarian and adrenal tumors has been 
observed in sufficiently numerous instances to establish definitely the causal rela- 
tionship between these tumors and the hirsutism. Definite evidence establishing 
the direct relationship of pituitary hyperfunction and hirsutism is still lacking. 


RATTNER, Chicago. 


REINFECTION IN SYPHILIS AND CHANCRE Repux. J. V. Kiauper and T. BuTTer- 
wortH, Am. J. Syph. & Neurol. 18:433 (Oct.) 1934. 


The diagnostic features of the “moncrecidive,” “pseudochancre redux” and rein- 
fection in syphilis are discussed, and a case each of clinically indisputable reinfection 
with syphilis and of chancre redux are presented. An interesting feature of the 
latter case was the negative results obtained by inoculation of two rabbits with 
tissue from the chancre redux. Reuter, Milwaukee. 


THroMBO-ANGIITIS OBLITERANS: IX. THe Cause or Deatu. S. H. Aversuck 
and S. Sr-sert, Arch. Int. Med. 54:436 (Sept.) 1934. 


In forty-seven cases of thrombo-angiitis obliterans the cause of death was deter- 
mined and classified in one of four groups: (1) operative intervention (seven cases) ; 
(2) intercurrent disease, accidents and suicide (twelve cases); (3) asthenia and 
cachexia (six cases) and (4) extraperipheral occlusive vascular accidents and 
sudden death (twenty-two cases). 

In nineteen of the cases in group 4 autopsy proved the frequent occurrence of 
visceral and cardiac thromboses in thrombo-angiitis obliterans. 


LYMPHEDEMA OF THE EXTREMITIES. EpGar V. ALLEN, Arch. Int. Med. 54:606 
(Oct.) 1934. 


In this study of three hundred cases of lymphedema, Allen classifies the various 
types. He divides them into noninflammatory and inflammatory. The noninflam- 
matory types are either primary, which subdivision includes primary lymphedema 
(lymphedema praecox) and congenital lymphedema, or secondary, i. e., due to 
malignant occlusion, surgical procedures, pressure or radiotherapy. Inflammatory 
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types are subdivided into primary and secondary ; the latter may result from venous 
stasis, trichophytosis, systemic diseases, local tissue injury or inflammation. 
Each type is discussed and differentiated from other conditions. 


EryTHEMA ARTHRITICUM EpimpeMicuM (HAVERHILL Fever). E. H. Piace and 
L. E. Sutron, Arch. Int. Med. 54:659 (Nov.) 1934. 


This report is a continuation of the report on the epidemic which occurred in 
Haverhill, Mass., in 1926. The outstanding features of that epidemic were the 
abrupt onset, the peculiar eruption and the marked involvement of the joints. A 
record of a preceding similar epidemic which occurred in Chester, Pa., in 1926 
showed that a striking resemblance in all the principal features existed between 
the two outbreaks. 

At the onset of the disease there were severe chills, fever, vomiting, headache 
and pains in the back and joints. After a few days the fever diminished, the 
eruption disappearing early in the course of the disease. The lesions were macular, 
papular and often petechial and appeared on the wrists, arms, feet and ankles. 
They lasted, on an average, for six days. 

The joints became painful and tender. An organism obtained from the blood 
and from fluid aspirated from the joints of patients in Haverhill, Mass., has been 
considered as presenting sufficient evidence to be rated as the causative organism. 
This organism has been named Haverhillia multiformis and represents a new genus 
in the family Mycobacteriaceae (Chester) in the order Actinomycetales 
(Buchanan). Agglutination tests were positive in a 1:50 to 1: 100 dilution, and 
cutaneous tests with the organism in fifteen of eighteen cases were likewise positive 
from four to five months after the infection. 

All the cases of the epidemic occurred in a small area in which milk from a 
certain dairy was used. After pasteurization of the milk was enforced no further 
cases developed, and no cases resulting from contact were found. 


Tue Heart AND GREAT VESSELS IN COMBINED SYPHILITIC AND RHEUMATIC 
InFecTion. J. R. Lisa and Gertrupe J. CHANDLEE, Arch. Int. Med. 54:952 
(Dec.) 1934. 


Of the six patients whose cases formed the basis for this study five were 
Negroes ; the histories suggested that the rheumatic infection preceded the syphilitic 
infection and was reactivated by it. 

The lesions and clinical course were chiefly rheumatic; the combined infections, 
however, gave a much graver prognosis than either infection alone. 

Observation of the heart sounds, roentgenology and the electrocardiograms were 
all of value in differentiating the two types of lesions. The study of the clinical 
characteristics of pain was also an aid. 


Some Factors DETERMINING THE VARIABILITY OF SKIN TEMPERATURES. H. 
FREEMAN and F. E. Linper, Arch. Int. Med. 54:981 (Dec.) 1934. 


To determine accurately the changes in skin temperature an almost impossibly 
ideal chamber in which temperature, humidity and rate of air flow could be con- 
trolled would be needed. 

At least one and one-half hours was found to be necessary for the skin to adapt 
itself to a given temperature, and several hours may be necessary for the estab- 
lishing of an approximate equilibrium. 

Errors in placing the thermocouple may result in changes of from 0.2 to 0.5 C.; 
in the extremities the change may be as great as 1 C. Jameson, Detroit. 


Tue ReLatTion oF PAPULAR URTICARIA AND Prurico Mitis to A.Liercy. A. 
Watzer and M. Grotnick, J. Allergy 5:240 (March) 1934. 


Thirty-six cases of papular urticaria and five of prurigo mitis were investigated 
for the presence of possible sensitivities. Seventeen of the patients with papular 
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urticaria and all those with prurigo stated that atopy was present in some members 
of their families, and six of those with papular urticaria also had a past or present 
personal history of atopy (asthma and infantile eczema). Positive cutaneous tests 
for one or more atopens were obtained in only nine patients with papular urticaria, 
all of whom stated that atopy existed as a familial trait, and in three of the five 
patients with prurigo. 

Walzer and Grolnick conclude that papular urticaria and prurigo mitis are 
probably atopic diseases. Positive cutaneous reactions shown by patients with 
papular urticaria and prurigo mitis bear no relation to these conditions and are of 
no diagnostic or therapeutic value. The positive reactions are probably due to 
other associated atopic diseases. Caro, Chicago. 


THE PARTICIPATION OF SKIN LYMPHATICS IN REPAIR OF THE LESIONS DUE TO 
INcISIONS AND Burns. P. D. McMaster and S. S. Hupack, J. Exper. Med. 
60:479 (Oct.) 1934. 


The action of lymphatic capillaries in injured tissues was studied by means of 
solutions of vital dyes. The action of the lymphatics after incision differed greatly 
from the action of the blood vessels in that the former remained open instead of 
closing, frequently remaining so for as long as forty-eight hours. This open state 
of the lymphatics was easily demonstrated by introducing materials directly into 
the wound, and it explained the rapid lymphatic absorption of septic material in 
infections. 

The lymphatics surrounding an injury are abnormally permeable for from 
twenty-four to forty-eight hours after injury; after that they allow less fluid to 
escape than usual. 

After injury severed lymphatics may reunite before function is reestablished in 
any blood vessels. An active hyperplasia of lymphatic channels occurs later. 


Jamieson, Detroit. 


Excretion oF Lepra BaciLii By Lepers. A. A. STEIN and M. I. Stepertn, Urol. 
& Cutan. Rev. 38:776 (Nov.) 1934. 


Stein and Steperin studied the normal skin of patients with various forms of 
leprosy to show that bacilli may be present in areas that have never been the site 
of lesions. They examined tissue fluid obtained by superficial incision with a 
scalpel and contents of vesicles produced by freezing with carbon dioxide snow. In 
many patients with all forms of leprosy, lepra bacilli were demonstrated in the 
fluid obtained from apparently normal skin. Similarly, smears containing lepra 
bacilli were obtained from the nasal mucosa of patients who showed no macro- 
scopic lesions of the mucous membrane. These results indicate that no patient 
should be discharged from a leprosary without having submitted to a thorough 


examination. Caro, Chicago. 


CocHLIOMYIA AND MyIAsis IN TropicAL America. D. Ausertin and P. A. 
Buxton, Ann. Trop. Med. 28:245 (Oct. 19) 1934. 


Aubertin and Buxton discuss the characteristics of Cochliomyia and the biologic 
traits, distribution and pathologic features as observed in tropical America. 


Jamieson, Detroit. 


Ocutar Pempuicus. B. W. Rycrort, Brit. J. Ophth. 18:571 (Oct.) 1934. 


Rycroft reports five cases of ocular pemphigus and discusses the relation of 
this condition to pemphigus of the skin. The relationship to syphilis has been 
noted, and a positive Wassermann reaction is frequently coincident with ocular 
pemphigus. The weight of evidence is against any bacterial cause. The differ- 
ential diagnosis is discussed. 
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In the treatment of ocular pemphigus almost every remedy in fashion has been 
employed, but the results have been consistently bad. One patient was benefited 
by treatment. Whether the improvement was due to reduction of vascularity and 
redundancy of the mucosa or to true cure is a question. 

The article is illustrated, and an extended bibliography is appended. 


W. ZentMayer, Philadelphia. [ArcH. Oputu.] 


GitcuRistIA DerMatitinpis (GitcHrR. ET STOKES) Cir. ET RED., THE CAUSATIVE 
AGENT OF THE AMERICAN GILCHRIST DISEASE (DERMATITIS VERRUCOSA). 
P. RepAELLI and R. Cirerri, J. Trop. Med. 37:280 (Sept. 15) 1934. 
This article is a report of laboratory observations on the cultural, morphologic, 
biochemical and pathogenic properties of four strains of organisms obtained from 
North and South America. Jamieson, Detroit. 


Ear_ty EpirHetiomMA IN A Cuitp Acep Four Years. J. E. Wicrey and I. 
MuENpE, Proc. Roy. Soc. Med. 27:586 (March) 1934. 


A raised warty tumor the size of a split pea which, from its hard appearance, 
suggested a verruca necrogenica, was found on the radial aspect of the right 
wrist. There was also a hard painless gland palpable in the axilla, which dis- 
appeared. Otherwise the child was in good health. Histologic examination 
strongly suggested an early malignant squamous cell change. The full histologic 
report and a photograph of a section of skin accompany the report of the case, 


Wuttamson, New Orleans. [Am. J. Dis. Cumvp.] 


GENITOSUPRAPUBIC SCLEREDEMA OF THE New-Born. G. BLECHMANN and S. 
MENARD, Bull. Soc. de pédiat. de Paris 31:31 (Jan.) 1933. 


A boy, 2 months old, showed an area of scleredema involving the skin of the 
suprapubic region and extending onto the inguinal folds. He had marked asphyxia 
at birth and mild jaundice of the new-born, which disappeared quickly. The condi- 
tion did not seem to give the infant any discomfort. No explanation of the 
pathogenesis is attempted. 

BENJAMIN, Montreal Canada. [Am. J. Dis. Cuuxp.] 


DERMATITIS HERPETIFORMIS IN AN INFANT. J. Nico_as and J. Rousset, Nour- 
risson 22:165 (May) 1934. 
The bullous lesions first appeared in a male infant at the age of 2 months. 
They were painful, with a tendency to relapse. The general health was not 
affected. Injections of maternal blood are suggested as a therapeutic measure. 


SypHiuitic Periostitis. G. BLECHMANN and P. J. MENARD, Nourrisson 22:168 
(May) 1934. 


Periostitis of the tibia appeared in an infant aged 2 months who otherwise was 
normal but had gained weight slowly. The diagnosis of periostitis was confirmed 
by a roentgenogram. 

Inunctions with mercury produced a functional cure within forty days. 


McCLetcanp, Cleveland. [Am. J. Dis. Cutp.] 


Sypuititic CONTAMINATION OF THE EMBRYO AND THE Fetus: AcTuAL STATE 
OF THE Question. M. Péuu and G. Pizzéra, Rev. franc. de pediat. 9:401, 
1933. 


This article is divided into two parts: The first discusses the known facts 
regarding this type of syphilitic infection, and the second discusses questions which 
are as yet unsettled. 
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It is established that in the great majority of cases syphilis in the mother is 
responsible for syphilis in the offspring. Whatever the duration of the syphilis 
and whatever the character of the infection—whether latent or virulent—a syphilitic 
mother is always likely to contaminate her infant. The infection takes place 
through the blood stream, passing the placental barrier. Occasionally this may 
occur at the time of labor. An infant may also acquire syphilis at the time of 
labor in the form of a primary chancre. The child of a syphilitic mother is nearly 
always syphilitic. There are, however, occasional exceptions. This does not 
invalidate the statement of Profeta that a child of syphilitic parents should be 
nursed by his mother, even though he appears clinically normal. Conversely, the 
mother of a syphilitic child is nearly always herself syphilitic. Exceptions have 
been reported by reliable investigators, and in such instances the mother should 
express the milk from her breasts and give it to the child from a bottle. 

The last observation leads to the question of whether syphilis can be trans- 
mitted by the sperm, the mother remaining uninfected. Clinical observations in 
support of this have been reported from time to time, but they have been discredited 
because one could not conceive of the spirochete being contained in the head of 
the spermatozoon. Recent observations point to the fact that the spirochete of 
syphilis may exist in a granular or in an invisible form. Since the spirochete itself 
is never found in the embryo before the fourth or fifth month, the existence of such 
a form would be essential to the proof of paternal transmission. This question 


is still open. Leste, Evanston, Ill. [Am. J. Dis. Cutp.] 


Two Unusvat Cases or CONGENITAL Sypuitis. D. Moca, Riv. di clin. pediat. 
31:1443 (Dec.) 1933. 


Moggi reports two cases of congenital syphilis in babies. In one, an infant 
aged 40 days, convulsions had begun at the age of 11 days; the spinal fluid was 
of the consistency of ground glass and contained many lymphocytes. The child 
responded well to treatment with mercurial inunctions and neoarsphenamine. The 
other baby was 38 days old and had not moved the right arm. A roentgenogram 
showed not only periostitis but also considerable osteomyelitis. The condition 
proved to be syphilitic and responded to treatment. 


Hicerns, Boston. [Am. J. Dis. CuHILp.] 


A CASE oF EryTHEMA Noposum. TeEoporo ZENTENO, Rev. chilena de pediat. 4: 
431 (Sept.) 1933. 


Zenteno reports a case of erythema nodosum in a boy 11 years old. He was 
under observation for several years and consistently showed a negative reaction to 
tuberculin; finally, however, the reaction became intensely positive. Unsuspected 
latent pulmonary tuberculosis became a very active process. 


The author points out that tuberculous lesions, which are commonly associated 
with this clinical picture, are often entirely overlooked. 


ScHLutz, Chicago. [Am. J. Dis. Curp.] 


INDUSTRIAL EczEMA IN Dentists. S. K. Ros—ENTHAL, Dermat. Wehnschr. 98: 
142 (Feb. 3) 1934. 


Two patients, both dentists, are described who had a recurring acute dermatitis 
of exposed portions of the body, chiefly the face and neck. Patch tests showed a 
marked sensitivity to eugenol and to oil of cloves. When the patients stopped using 
these substances in their work the eruptions cleared and did not recur. In 1 
instance apparently partially successful desensitization (relief for two and a half 
years) was obtained by painting the skin with weak solutions (from 1: 100,000 
to 1: 10,000) of eugenol in collodion. 





ABSTRACTS FROM CURRENT LITERATURE 709 


Tue DEMONSTRATION OF IRREGULAR PIGMENTATION BY MEANS OF ULTRAVIOLET 
Rays. S. Bommer, Dermat. Wchnschr. 98:413 (April 7) 1934. 
Bommer demonstrates that photographs of pigmentary anomalies such as vitiligo 
show increased contrast if taken in ultraviolet light rather than in daylight. 


EXPERIENCES WITH COMBINED CALCIUM AND BrRoMIDE TREATMENT OF DERMATOSES. 
TRENK, Dermat. Wchnschr. 99:951 (July 21) 1934. 

Trenk treated a considerable number of patients suffering from pruritic derma- 
toses with a substance which consists of calcium, bromine and lactobionate. The 
coupling of calcium with bromine is said to prevent the toxic effects of the latter 
drug. The medicament is given intravenously in doses of 10 cc.; each dose contains 
0.09 Gm. of calcium and 0.187 Gm. of bromine. The tablets used for oral adminis- 
tration contain 0.45 Gm. of bromine and 0.23 Gm. of calcium. The relief from 
pruritus was prompt in all instances, and many instances of urticaria and eczema 
permanent cure resulted. 


PATHOLOGY OF DISEASES OF THE BLoop VESSELS OF THE SKIN: II. THROMBOsIS 
AND EMBOLISM OF THE SMALLEST BLOOD VESSELS OF THE SKIN. ALBERT 
WIEDMANN, Dermat. Wchnschr 99:1001 (Aug. 4) 1934. 


Infarction in the skin is rare. Wiedmann had the opportunity to study a case of 
what was probably thrombosis and embolism. The findings are described. 


ERYTHROCYANOSIS CRURUM PUELLARIS WITH SUPERIMPOSED PIGMENTATIO RACE- 
MosA. WoLFGANG KNrereR, Dermat. Wchnschr. 99:1015 (Aug. 4) 1934. 


During the unusually cold winter of 1928-1929, there developed in a 34 year old 
woman a patch of erythrocyanosis on the outer surface of the left leg. Subse- 
quently repeated exposure of the affected region to the heat of an open fire caused 
pigmentatio racemosa to appear. At the time she was seen the patient had 
symptoms of both conditions. 


INOCULATION OF MoLLUSCUM CONTAGIOSUM INTO THE TESTICLES OF RABBITS. 
Masao Ora and Pinc-Tinc Huanec, Dermat. Wchnschr. 99:1054 (Aug. 11); 
1077 (Aug. 18) 1934. 


Aseptically prepared emulsions of tissue obtained from patients with molluscum 
contagiosum were injected into the testicles of rabbits. Further inoculations were 
made from inoculated testicles into the testicles of other animals. In a number 
of instances granulomatous reactions occurred which consisted histologically of a 
necrotic center surrounded by young connective tissue cells, lymphocytes, epithe- 
lioid cells, plasma cells and a few giant cells. Inoculation of emulsions from normal 
testicles did not produce these granulomas. Emulsions filtered through a porcelain 
candle were without effect. The authors believe that the formation of the granu- 
lomas was a specific reaction of the virus. 


INDUSTRIAL STIGMA OF A STOCKING SHAPER (STRUMPFFORMERIN). ILseE Norp- 
MANN, Dermat. Wchnschr. 99:1075 (Aug. 18) 1934. 


A young woman who worked as a stocking shaper presented linear burns on 
the lower right side of the abdomen. In the process of shaping stockings a wooden 
form is heated in an oven and the stocking pulled over it. Nordmann points out 
that this type of burn is a hazard of that occupation. 


HYPERSENSITIVITY TO NICKEL. THOMAS PREININGER, Dermat. Wchnschr. 99:1082 
(Aug. 18) 1934. 


Preininger reports the case of a patient in whom a dermatitis developed as a 
result of the handling of coins. Patch tests proved that the patient was sensitive 
to nickel. 
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LEIOMYOBLASTOMA CuTIS MULTIPLEX IN SEGMENTAL ARRANGEMENT. HERBERT 
Wosyka, Dermat. Wchnschr. 99:1110 (Aug. 25) 1934. 


A case of multiple leiomyoma is described in which the lesions occupied the 
areas innervated by the second to fifth lumbar and first sacral nerves. 


THE WASSERMANN-SCHREUS REACTION OF ONE THOUSAND SERUMS. ROBERT 
KruMeicu, Dermat. Wchnschr. 99:1129 (Sept. 1) 1934. 


Schreus and Foerster have described a modification of the Wassermann reac- 
tion which Krumeich used in testing 1,000 serums. He reports that the modified 
technic gives evidence of an increased sensitiveness without any increase in the 
number of false positive reactions. 


TREATMENT OF EPITHELIOMAS OF THE SKIN AND Lip. E. H. MOoLeswortn, 
Dermat. Wchnschr. 99:1134 (Sept. 1) 1934. 


Epitheliomas of the skin and lip are common in Australia, but the mortality is 
low owing to the fact that patients report early for treatment. Furthermore 
Molesworth is of the opinion that squamous cell epithelioma due to exposure to 
sunshine is less malignant than that due to other forms of irritation. The difference 
in radiosensitivity between basal and squamous cell tumors is not as marked as 
has been stated, and that difference should be disregarded. Superficial growths, 
less than 0.5 cm. deep, may be treated with radium plaques. Deeper lesions require 
the use of radium needles or of radon seeds. When roentgen treatment is used 
the dose for superficial growths is 1,200 roentgens with a 1 mm. aluminum filter 
and 120 kilovolts (constant voltage) at a focal distance of 30 cm. Deeper growths 
are given 1,350 roentgens filtered through 4 mm. of aluminum with 140 kilovolts at 
35 cm. The largest field for this technic is 4 cm. in diameter. For carcinoma of 
the lip, the treatment consists of 120 kilovolts at 30 cm. filtered with 1 mm. of 
aluminum. Two fields are used, each receiving 700 roentgens, so that the principle 
of cross-fire radiation is utilized. 


DEVELOPMENT OF Bony TuMoRS IN THE SuscuTis oF Botn Lecs. HEeEpwic 
RAcHOLD, Dermat. Wchnschr. 99:1141 (Sept. 1) 1934. 


A 69 year old man was treated for a chronic eczema. In the course of the 
examination numerous hard masses varying from 9.5 to 3 cm. in length were felt 
in the tissue of both legs. On roentgen examination these masses appeared as sub- 
cutaneous bony bodies, and in addition areas of calcification were noted. The 
literature on osteoma is briefly reviewed. Taussic, San Francisco. 


AN ATTEMPT TO INCREASE THE CURATIVE EFFECT OF A SALT-FREE Diet on Lupus 
Vutearis. M. Mienick1, Przegl. dermat. 29:346 (Sept.) 1934. 


In treating four patients with lupus vulgaris Mienicki combined a salt-free 
diet with medication consisting of intravenous injections of salyrgan. Diuresis 
was not noted, but there was a distinct increase in the amount of sodium chloride 
in the urine. During the intervals between the injections the amount of chlorides 
eliminated in the urine diminished, and after injection it increased. According to 
the author, this form of treatment increases the healing effect of the salt-free diet. 


INVOLVEMENT OF BoNeE IN CHRONIC PyoperMA. S. A. GLAUBERSOHN, Przegl. 

dermat. 26:354 (Sept.) 1934. 

Glaubersohn reports two cases of chronic ulcerative pyoderma with changes 
in the bones. The first case was that of a 20 year old woman who had the 
eruption on both legs for thirteen years. There were numerous scars and ulcers 
with undermined borders covered with purulent material. Culture revealed 
Staphylococcus albus. A roentgenogram of the left leg showed periostitis of the 
tibia and fibula. Under conservative treatment consisting of ultraviolet irradiation 
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from the quartz mercury vapor arc lamp and injection of autovaccine the ulcera- 
tions healed up, and there was no recurrence in the subsequent period of six years. 
The other case was that of an 18 year old youth who had the eruption on the 
legs, trunk, face and upper extremities. The disease started on the right leg six 
months after a superficial burn, and during the fifteen months preceding treatment 
the eruption spread by formation of new lesions. In this case also Staph. albus 
was found in cultures. A complement-fixation test with staphylococcus antigen 
was negative. The patient gave a negative cutaneous reaction to his own pus 
but a positive intradermal reaction to autovaccine. The roentgenogram showed 
osteoperiostitis of a part of the lower third of the right leg. The blood count 
and differential count were essentially normal except for a low hemoglobin content. 
This patient, like the first, responded quickly to conservative treatment consisting 
of external applications of a 1: 2,000 solution of corrosive mercuric chloride. 

Glaubersohn states that in 1932 Marcozzi described a case of osteoperiostitis 
chronica bilateralis symmetrica in a patient with pyoderma chronicum ulcero- 
vegetans. 


MULTIPLE GANGRENE OF THE SKIN IN AN ApuLt. M. Mrenick!, Przegl. dermat. 
29:459 (Dec.) 1934. 


Mienicki reports the case of a woman aged 24, apparently in good health on 
whose left forearm there developed gangrenous ulcers in which Staphylococcus 
aureus was found. Intradermal administration of staphylococcus vaccine produced 
a strong reaction. Six months previously the patient had had a similar eruption on 
the right forearm which healed in the course of two months. The author raises the 
question whether this eruption is due to the increased virulence of the micro- 
organism or to a particular state of the constitution of the patient. 


Broom, New York. 


TREATMENT OF PEMPHIGUS CHRONICUS PRURIGINOSUS WITH GERMANIN. Nosoru 
Inove, Hifu-to-Hitsunyo 2:323 (Aug.) 1934. 


Sixty-eight days after a patient with pemphigus chronicus pruriginosus 
entered the hospital, as all other remedies had failed to bring relief, germanin was 
resorted to. The injections were carried out according to the method of Bohnstedt, 
a total dose of 5 Gm. being administered. After the fourth injection the eroded 
surfaces began to dry up, and a few days after the last injection all cutaneous 
manifestations had disappeared, leaving a residue of brownish-red pigmented flecks. 


Tue ANTISYPHILITIC Erricacy oF GOLD PREPARATIONS IN ANIMALS. KatuzI 
Ounasi and Kisio Kimura, Hifu-to-Hitsunyo 2:339 (Aug.) 1934. 


The action of two gold preparations (aurothioglucose, the disodium salt of 
4-sulphonethyiamino-2-auromercaptophenylsulphonic acid and the gold salt of alpha 
allyl-beta-4-carboxyphenyl thio urea) compared with that of two arsphenamines 
(normal neotanvarsan and sulpharsphenamine) on twenty-six rabbits with chancre 
and on one hundred and forty-six mice infected with Spirochaeta recurrentis and 
Trypanosoma gambiense. 

For the rabbits the minimal doses (per kilogram of the different preparations 
which caused the disappearance of the spirochetes and of the induration in the 
chancre, were as follows: aurothioglucose, 0.0125 Gm.; disodium salt of 4-sulphon- 
ethylamino-2-auromercaptophenylsulphonic acid, 0.01 Gm.; the gold salt of alpha 
allyl-beta-4-carboxyphenyl thio urea 0.025 Gm.; normal neotanvarsan, 0.004 Gm., 
and sulpharsphenamine, 0.005 Gm. 

For the mouse, the minimal lethal dose was the smallest in the case of normal 
neotanvarsan, the toxicity of this preparation being about five times that of auro- 
thioglucose and about four times that of the gold salt of alpha allyl-beta-4-carboxy- 
phenol thio urea. The gold preparations were ineffective against the trypanosome, 
but in the mice with recurrent fever, aurothioglucose was far superior to the 
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gold salt of alpha allyl-beta-4-carboxyphenyl thio urea and the arsphenamines, 
being about ten times as efficacious as the latter two and about five times as 
effective as it was in syphilitic rabbits. 


TONSILLAR StTuDIES ON SypuiLitic Patients. Miruru Kumasawa, Hifu-to- 
Hitsunyo 2:451 (Oct.) 1934. 


Bits of tonsillar tissue of 139 syphilitic patients were removed, macerated and 
examined under dark-field illumination. Three of the thirteen specimens from 
patients with primary and eighteen of the twenty-seven from those with secondary 
syphilis (all the nontreated patients in this group) were positive for Spirochaeta 
pallida. For patients with the later stages of the disease the results of examination 
were at times positive even in the case of those with a negative Wassermann 
reaction. 

When the tonsil was reddened and swollen, spirochetes could at times be 
demonstrated in the scrapings from the surface of the tonsil, even though the 
inflammation was not syphilitic. 


Rosacea INDUCED By DEMoDEX FoLLICULORUM. SEIGO MINAMI and Kenzr ASAHI, 
Hifu-to-Hitsunyo 2:484 (Oct.) 1934. 


Demodex folliculorum was demonstrated in nine cases of second grade acne 
rosacea and in two cases of an eruption resembling acne indurata. These condi- 
tions cleared up rapidly under treatment with mercurial ointment. Excellent 
photographs accompany the article. 


INFLUENCE OF EXPERIMENTAL ACIDOSIS AND ALKALOSIS, RESPECTIVELY, ON THE 
SENSITIVITY OF THE SKIN. T. Sarto, Jap. J. Dermat. & Urol. 35:482 (May) 
1934. 


The author reports that the sensitivity of the skin to croton oil was increased 
in rabbits that had been rendered acidotic by a diet of oats (the sensitivity being 
greatly increased by the fourteenth day), by the peroral administration of hydro- 
chloric acid or by the subcutaneous administration of a solution of sodium oxalate. 
Cutaneous sensitivity also was increased by rendering the animal alkalotic by 
means of the intravenous administration of a solution of sodium bicarbonate. 
However, the sensitivity of the skin was reduced even below normal when hydro- 
chloric acid was administered to a rabbit which had previously been rendered 
alkalotic by means of the intravenous administration of a solution of sodium bicar- 
bonate, or when a solution of sodium bicarbonate was administered to a rabbit 
which had previously been rendered acidotic by one of the means previously cited. 

During these studies little change was noted in the electrolytes of the blood 
(calcium, magnesium, potassium and sodium), although of course the electrolytes 
varied considerably, depending on the animal’s diet and even on the type of loam 
in which the plants had been grown. Finally, after the rabbits had been fed for 
fourteen days an exclusive diet of oats, the author found a noticeable decrease 
in the potassium, a slight decrease in the sodium and the magnesium and, at most, 
a slight increase in the calcium. Any constant changes, comparable to the changes 
in the sensitivity of the skin could not be detected. 

On the other hand, fairly constant changes in the mutual proportions of the 
electrolytes of the skin (method of Kramer and Tisdall) accompanied the changes 
in the intensity of the response of the skin to external irritation. The normal 
figures by weight for the electrolytes are given by the author in milligrams per 
hundred grams of skin of normal adult male rabbits (the rabbits having been 
killed by exsanguination and then the closely clipped skin removed and cleaned 
of all fat and muscle tissues) as follows: calcium, 34.87 mg.; magnesium, 17.23 mg. ; 
potassium, 293.49 mg.; sodium, 418.61 mg. In states of heightened sensitivity a 
high calcium-potassium ratio tended to develop (calcium, 80.65 mg.; potassium, 
671.52 mg.) and an increase in the total weight of the calcium. In states of 
lowered sensitivity the reverse was observed. 
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The author suggests that nonspecific desensitization might be sought in the 
rapid reversal of the disturbed acid-base equilibrium in states of heightened 
sensitivity of the skin. 


FUNCTION OF THE LiveR IN DISEASES OF THE SKIN. K. Ijicut, Jap. J. Dermat. 
& Urol. 35:611 (June) 1934. 


The author states that tests of the function of the liver (the grape sugar test; 
Widal’s hemoclastic crisis test; the urinary test for urobilin, and the urobilinogen 
test) disclose functional disturbance of the liver in cases of chronic eczema (the 
results of the tests becoming more pronounced as the lesions become more exten- 
sive), arsphenamine dermatitis, urticaria chronica, psoriasis and exfoliative erythro- 
dermia. In one case of exfoliative erythrodermia, autopsy revealed a hepar 
lobatum. In chronic eczema the disturbances of the function of the liver were 
considered to be secondary to the lesion of the skin. Good results followed the 
administration of a preparation of liver, insulin with grape sugar, sodium thio- 
sulphate, sodium dehydrocholate, etc. 


LEUKODERMA ACQUISITUM CENTRIFUGUM (SuTTON). S. Mort, Jap. J. Dermat. & 
Urol. 35:633 (June) 1934. 


From the entire literature of the world since 1916, when Sutton first described 
leukoderma acquisitum centrifugum, the author has collected reports of eighteen 
cases. In the author’s own case, that of a fisherman, aged 25, there were all the 
essential characteristics of the disease: a hyperpigmented area (fleck, elevated fleck, 
wart, fibroma or verruca senilis) occuping the center of a larger, round or oval 
hypopigmented area ranging in size from that of a pea to, in rare instances, that 
of the palm of a small child. Only four lesions were present: two on the left cheek, 
pea-sized, rounded and sharply delimited, with a pinhead-sized dark brown, hyper- 
pigmented, slightly elevated spot in the center of each; one lesion on the right 
cheek, identical with the lesions on the left; and a hazelnut-sized, oval lesion on 
the left shoulder blade with a correspondingly larger dark central fleck. This 
central dark spot was of interest in that there was growing from its surface a 
hair, 2.5 cm. in length, dark brown at the base but becoming lighter toward the 
tip until finally it became pure white toward the end. The depigmented areas of 
the lesions were not pure white but, as in most of the previously reported cases, 
a light brown; in fact, clumps of residual pigment, mere points, could be seen 
scattered about the leukodermatous areas. 

Again, as in most of the previously reported cases, the lesions were limited 
to the body and to the head, the extremities being spared, and there was no 
evidence of involvement of the mucosae (the case of Popoff [Zentralbl. f. Haut-u. 
Geschlechtskr. 22:474, 1927] is regarded as not being specifically related to this 
disease). There were no subjective symptoms, and the lesions seemed to spread 
peripherally, the central dark spot keeping pace in growth with its investing 
leukodermatous area. 

Histologic examination showed hyperpigmentation of the basal layer of the 
central pigmented spot and mild elongation of the papillae and their corresponding 
rete malpighii, together with incomplete depigmentation of the leukodermatous 
areas. In the papillary layer of the central pigmented spot were found an excessive 
number of melanoblasts, arranged in conglomerations and in strands. Even in the 
leukodermatous areas they were almost as numerous as in normal skin. In the 
middle layer of the cutis was a remarkable circumscribed collection of endothelial 
and pigment cells. 


Pityrtasis LIcHENoIDES CHRoNiIcA. E. Kopayasui, Jap. J. Dermat. & Urol. 
35:649 (June) 1934. 


An attempt is made, on the basis of three cases, to construct a sequential histo- 
logic picture of pityriasis lichenoides chronica. First, there is a cellular infiltra- 
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tion of the cutis, chiefly perivascular; then some of the vessels of the cutis become 
obliterated and parakeratosis and edema of the rete malpighii and of the papillae 
develop. Next there occurs regression of the infiltration of the cutis, irregular 
interspersion of the rete pegs and of the papillae and a massive piling up of the 
lens-shaped parakeratotic cells. Finally the parakeratotic surface peels off (at 
times taking with it some of the altered papillae), leaving a more or less delicate 
new epidermis. 

In a consideration of the methods of treatment the author expresses the belief 
that the so-called Sdauwrestoss method (rendering the patient suddenly acidotic) 
deserves mention. 


Sypuiitic StupIES ON THE Buccat Mucosa or THE Rassit. Mirsucu Murata, 
Jap. J. Dermat. & Urol. 36:289 (Sept.) 1934. 


The passage virus of Murata, which was run through thirty generations of 
rabbits, was inoculated into the buccal mucosa of eighty rabbits for the purpose 
of studying the local reaction. This was accomplished by merely bringing the 
syphilitic material in contact with the uninjured mucosa (no results), by rubbing 
the material into injured areas of the mucosa, by injecting spirochetal emulsions 
subcutaneously and by splitting the mucosa and burying bits of syphilitic tissue in 
the defect. 

In seven of the animals symptoms of generalized syphilis developed; seven 
others showed no symptoms but were later proved to have been infected by the fact 
that implantation of their tissues (tonsils, regional lymph glands, etc.) into the 
subcutaneous scrotal tissues of healthy rabbits produced symptoms of syphilis. 

In every case the area of inoculation in the mouth healed promptly without 
chancre or other evidence of abnormality. Subsequent histologic examination 
showed that the puncture wounds were entirely healed and the bits of implanted 
tissues rapidly resorbed, and after five days no spirochetes were found anywhere 
about the local area. 

Silver impregnation methods demonstrated the spirochetes in the tonsillar tissues 


of one rabbit inoculated intravenously, and the tonsillar tissues of the others so 
frequently gave positive results in the reinoculation experiments that Murata 
believes that they play an important rdle as a lurking place for the syphilitic virus. 


EXPERIMENTAL STUDIES ON SKIN SuGarR: III. Sktn SuGAR Fottow1nc INJECTIONS 
oF PHLorIpzIN. ErzasuroH Tosuima, Jap. J. Dermat. & Urol. 36:417 (Oct.) 
1934. 


Normal rabbits, rabbits with ligated renal arteries and rabbits with damaged 
hepatic function resulting from injections of a preparation of phosphorus were used. 
All were given intravenous injections of 0.5 cc. of 2 per cent phloridzin per kilo- 
gram of body weight; some of the normal rabbits were given 1 cc. of a 0.5 per 
cent solution. 

When the first dose was used normal rabbits always showed a parallel increase 
in the sugar content of the blood and that of the skin. The second dose admin- 
istered to normal rabbits caused an increase or a decrease in the values for blood 
sugar, the values for skin sugar increasing or remaining stationary. 

In the rabbits with ligated renal arteries the values for skin sugar and for 
blood sugar increased or diminished, the variations being more pronounced than 
in the normal rabbits; any parallelism between the two curves was usually not 
evident. The ligation of the renal vessels seems to exert an influence on the sugar 
content of the skin and of the blood; an increase of 13 and 10 per cent, respectively, 
was manifest after forty-eight hours of fasting, as compared with the figures for 
control rabbits after fasting. 

The values for the blood sugar increased in the rabbits with damaged hepatic 
function; the changes in the values for skin sugar were indefinite. 
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EczeMATous SKIN CHANGES AND BLoop Dynamics. Norio Tanoue, Jap. J. 
Dermat. & Urol. 36:427 (Oct.) 1934. 


In experimental rabbits with artificial (croton oil) dermatitis, there were 
observed an acceleration of the sedimentation rate (Westerberg method) of the red 
blood corpuscles, a manifestation of the so-called unclear zone (line of demarcation 
not clearcut) and an increase in the maximal resistance to laking of the erythrocytes 
in hypotonic saline solutions. In the majority of cases the degree of these changes 
corresponded to the intensity of the dermatitis and the values returned to normal 
with improvement of the cutaneous condition. 


GENERALIZED POROKERATOSIS MIBELLI WITH LESIONS OF THE BuccaAL Mucosa 
AND OF THE Naits. Tosrio Kopayast, Jap. J. Dermat. & Urol. 36:439 (Oct.) 
1934. 


A 59 year old patient reported that a cutaneous condition somewhat similar 
to that which he exhibited had been present in a grandmother, in his father, in an 
uncle and in one sister; his five children had showed no such involvement up to 
the time of the report. The patient’s lesions were warty, resembling tuberculosis 
verrucosa cutis without the inflammatory halo, the innumerable miliary to palm- 
sized lesions with thickened, finely granular appearance and feel, being surrounded 
rather by a smooth zone of translucent to opaque, thickened epithelium. The 
initial lesions appeared on the face at 18 years of age, and gradually the eruption 
spread over the whole body. 

Histologically the lesions consisted of hyperkeratosis and parakeratosis of the 
ducts of the hair follicles and sebaceous glands, with surrounding lymphocytic 
infiltration and pigment deposits. 

Remarkable in this case were the five typical lesions on the mucosa of the 
lower lip, the one on the limbus of the glans penis and the involvement of a 
toe-nail, the last-mentioned condition resembling an onychomycosis. 


THe Sypuititic Lympn GLanp: I. PuNcTuRE OF THE SUPERFICIAL LYMPH 
GLanps. Tokuyr IcHIKAWA and TOyo OxKano, Jap. J. Dermat. & Urol. 
36:443 (Oct.) 1934. 


Dark-field examination of the fluid secured from the lymph glands of syphilitic 
patients demonstrated Spirochaeta pallida in 89 per cent of a group of patients 
with primary, 78 per cent of a group with secondary and 33 per cent of one with 
tertiary syphilis. The figures were, of course, somewhat higher when glands other 
than the inguinal were included in the examination. In untreated patients with 
the early stages of the disease the examination gave uniformly positive results 
and frequently made it possible to commence the treatment without resorting to 
the Wassermann test. With the initiation of energetic treatment the percentage 
of positive results dwindled rapidly. BRENNAN, Chicago. 


ProvocaTIVE TESTS IN Sypuitis: III. Ctintcat Orservations. Katsuy1 OHASHI, 
Jap. J. Dermat. & Urol. 36:544 (Oct.) 1934. 


Ohashi recognizes the importance of provocative tests in the diagnosis of 
asymptomatic syphilis and in the evaluation of cures in syphilis, and from the 
literature and his own experience he answers the different objections as to their 
value: The simple mixing of arsphenamine with nonsyphilitic blood serum does 
not change the reaction to positive, even with concentrations much greater than 
those ever attained in vivo, when no such provocative substances as albumin or 
lipoid preparations are being employed simultaneously. There is, of course, a small 
variation from a negative to a positive reaction and vice versa, which is recognized 
as a spontaneous reversal of the serum reaction, but this is not of sufficiently 
frequent occurrence to explain the difference. (Ohashi states that the incidence of 
spontaneous reversal was 16 per cent and of provoked reversal, 30 per cent.) The 
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incidence of reversal to a positive reaction after a provocative test is too high to 
be frustrated by the small error due to technical inadequacy in some of the tests. 


J. W. Brennan, Chicago. 


KERATINIZATION OF THE HUMAN SKIN: I. DEMONSTRATION BY MEANS OF THE 

GRAM STAIN OF THE INFLUENCE OF GENERAL EXHAUSTION ON THE PROCESS 

OF KERATINIZATION. MASAKAzU Kawase, Jap. J. Dermat. & Urol. 36:556 

(Nov.) 1934. 

Gram staining exhibits in the normal skin of the fleshy part of the fingers a 
layer of cells containing brilliant deep violet granules, surrounded by the non- 
colored horny outer walls of the cell. This layer corresponds almost exactly to 
the stratum lucidum. A few gram-staining cells are found beneath the stratum 
lucidum in the stratum granulosum, but they do not correspond to the granules 
of keratohyalin which give this layer its name. 

When a patient has been bedridden for a long time this layer of gram-staining 
cells extends farther toward the surface of the skin, in some cases occupying the 
entire thickness of the horny layer. This type of behavior toward the gram stain 
is designated as type 1. Another type of reaction is that seen in the thick skin 
of the palms and soles, where the gram-staining layers occupy the summits 
of the folds while the areas adjoining the grooves remain unstained. In chronic 
debilitating diseases the entire horny layer may take the Gram stain except a 
few layers of cells about the sweat gland ducts. 

The gram-positive substance is thought to be the keratinizing component of 


the skin. J. W. Brennan, Chicago. 


A Case oF BroMopeERMA SQUAMOSUM ET BuULLosuM. TericH1 SuGINno, Jap. J. 
Dermat. & Urol. 36:592 (Oct.) 1934. 


Sugino reports that after a patient had taken 3 Gm. of sodium bromide daily 
for fifteen days there appeared on the forehead a few dark, reddish-brown, mildly 
itching spots of the size of a finger-nail, resembling eczema seborrhoeicum, and 
some poorly delimited, sensitive, erythematous patches from the size of a finger-nail 
to that of a palm on the inner surface of the left thigh. The latter lesion showed 
numerous wax-colored, transparent, tense blebs containing a practically clear, 
xseptic fluid in which a few leukocytes could be seen. The inunction and passive 
icansfer (Prausnitz-Kiistner) tests were positive. 

Rapid healing followed the discontinuation of the bromide medication and local 
applications and intravenous injections of a 10 per cent solution of sodium chloride. 


Tue Errect or ALIPHATIC ALCOHOLS ON PuRE CULTURES OF SPIROCHAETA 
Pattipa (Kroo). K. Hosuina, Lues: Bull. Soc. japon. de syph. 11:98 
(Aug.) 1934. 


From a mixture of equal amounts of a suspension of spirochetes (Spirochaeta 
pallida [Kroé]) and physiologic solution of sodium chloride, which was kept in a 
water bath at 35 C., smears were made and studied by the dark-field method in 
order to determine the influence of different alcohols on the movement of the 
spirochetes. It was observed that the spirochetes ceased to move immediately when 
exposed to the action of alcohols in high concentration; they kept up their move- 
ment for several hours when exposed to the action of alcohols in weaker concen- 
trations; they ceased their movement after several minutes when a certain 
concentration of alcohols was used. In regard to the degree of inhibition of move- 
ment of the spirochetes the higher alcohols (amyl alcohol and butyl alcohol) were 
more effective than the lower alcohols (methyl alcohol, ethyl alcohol and propyl 
alcohol). Under the influence of the lower alcohols in weaker concentration the 
spirochetes showed increased movement. No stimulation was observed when the 
spirochetes were exposed to the higher alcohols in weak concentration. 
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SUPERINFECTION AND REINFECTION IN SYPHILIS OF Raspits: I. THE REACTION 
IN PLACE OF THE PRIMARY LESION AFTER INTRAVENOUS SUPERINFECTION 
AND RernFrection. K. Suime, Lues: Bull. Soc. japon. de syph. 11: 161 
(Oct.) 1934. 


An emulsion of the testicles of syphilitic rabbits was inoculated intradermally 
into the back of normal rabbits. In each instance after a period of incubation of 
nine days a chancre appeared. After about eight weeks, when the chancre started 
to involute, the animal was superinfected intravenously. An edematous swelling 
developed around the chancre which increased in size in the next five weeks and 
then gradually healed. 

In the early stage of the original chancre no metastatic papules appeared. After 
reinfection few papules were noted on rare occasions. In the control animals 
which were infected intravenously for the first time numerous papules appeared. 
After reinfection the site of the scar from the original chancre became violaceous 
red and sometimes even papular. This reaction is regarded by the author as a 
form of allergy. In some cases spirochetes could be demonstrated at the site 
of the original chancre. 


Errect oF PyripINE AND Its ALKyL DERIVATIVES ON PurRE CULTURES OF SPIRO- 
CHAETA PAtiipA (Kroo). K. Hosuina, Lues: Bull. Soc. japon. de syph. 
11:176 (Oct.) 1934. 


It was found that pyridine and its alkyl derivatives when used in higher con- 
centrations stopped the movement of the spirochetes immediately; when definite 
concentrations were used the movements were inhibited after a few minutes, and 
with weaker concentrations inhibition occurred after several hours. The lower 
derivatives had a weaker inhibiting power than the higher ones. In weaker con- 
centration the lower alkyl derivatives caused acceleration of movement of the 
spirochetes. With increase of the alkyl side chains there was noticed an increase 
in the exciting effect on the movement of the spirochetes. 


STAINING OF SPIROCHAETA PALLIDA, PARTICULARLY THE RELATION OF THE STAIN- 
ING TO THE PREPARATION OF THE SMEARS: II. APPROPRIATE FIXATIVES, 
MorDANTS AND STAINS FOR SPIROCHAETA Patitmpa. K. Ono, Lues: Bull. 
Soc. japon. de syph. 11:185 (Oct.) 1934. 


Many experiments have led Ono to the following conclusions: When the 
smears are prepared with solution of formaldehyde, hydrogen dioxide and potassium 
permanganate the spirochetes stain strongly, while the background (mucus and 
serum) does not stain at all. Among 175 stains which belong to different chemical 
groups the author has found 29 which stain the spirochetes particularly well. 


3L00mM, New York. 


Lepra Reaction. A. A. Stern, Acta dermat.-venereol. 15:314 (June) 1934. 


Stein discusses the so-called lepra reaction (lepra fever), which presents a 
spontaneous exacerbation in the clinical picture of leprosy. These lepra reactions 
are of various kinds and from a clinical standpoint may be divided into three 
groups: Group 1 is characterized by the appearance of new lesions; group 2 
presents an aggravation of the old lepra lesions, and group 3 is a combination of 
the other two groups. The reactions may be severe, are often accompanied by 
a high fever and delirium and may be followed by death. In about 7 per cent 
of all the cases a clinical cure resulted. In all the other cases the lesions were 


markedly aggravated by the lepra reaction Astaacnan. New York 
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Catcrnosis UNIveRSALIS. Presented by Dr. A. J. Horescu, Cleveland, and 
Dr. Georce W. BINKLEY, Cleveland. 


C. C., a girl aged 10 years, is presented from the service of Dr. H. J. Gersten- 
berger of the department of pediatrics, University Hospitals. In 1927 it was found 
that the patient had congenital syphilis, and until December 1929 she received 
treatment which included twenty-five intramuscular injections of a bismuth prepa- 
ration and seven injections of mercury. In October 1920 the child began 
to complain of stiffness of the hip joints; the condition became progressively worse 
until January 1934, at which time she was admitted to the City Hospital for scarlet 
fever; this was followed by erysipelas. She had varicella at the age of 6 years, 
and in January 1931 she had meningomyelitis preceded by stiffness of the hip 
joints. At the time of admission to the hospital for treatment of the scarlet fever, 
the patient was bedridden and presented a stony hardness of the buttocks and 
thighs. The hip and knee joints were almost completely ankylosed. 

At present the child appears to be poorly developed and poorly nourished; 
she is apparently ill. The skin and subcutaneous tissue over the entire area of 
the buttocks, thighs and legs present a hard, firm, lardaceous feel, while over the 
buttocks and over the crest of the ilium are several ulcerations and sinuses. On the 
right buttock is a circular ulcer, 5 cm. in diameter, with a punched-out appearance 
and a clean granulating base. The discharge from the various sinuses at times 
contains whitish particles of calcium. Examination of the superficial blood vessels 
reveals no calcified plaques. The process is beginning to affect both the elbow and 
shoulder joints, as evidenced by limitation of movement. 

Examination of the blood on March 26, 1934, gave the following results: The 
calcium content was, 9.8 mg. per hundred cubic centimeters ; the phosphorus content, 
4.8 mg., and the cholesterol content, 113 mg. On May 24, 1934, the values were 
as follows: calcium, 10.4 mg. per hundred cubic centimeters; phosphorus, 3.9 mg. ; 
cholesterol, 152 mg. The blood count revealed: red cells, 3,500,000, and hemoglobin, 
67 per cent. The results of the differential count were: polymorphonuclears, 61 
per cent; small mononuclears, 35 per cent; large mononuclears, 3 per cent; 
basophils, 1 per cent. The Wassermann test of the blood was negative. The urine 
showed albumin (1 plus). 

A section showed chronic inflammation of the skin and subcutaneous tissues 
with deposits of calcium in the connective tissue and fat tissue. 

Roentgenograms revealed extensive deposits of calcium in the tissues. 

Treatment has consisted of various supporting measures, application of anti- 
septic dressings and feeding of a ketogenic diet. Moderate improvement has 
been noted. 

DISCUSSION 


Dr. N. N. Epstern, San Francisco: I am much interested in this patient 
because my associates and I recently reported a similar case (Epstein, N. N.; Paul, 
S. B.; Rusk, G. Y., and Levin, E. A.: Calcification of the Skin and Subcutaneous 
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Tissues [Calcinosis], ArcH. Dermat. & Sypx. 28:510 [Oct.] 1933). The tendency 
to secondary pyogenic infection in the lesions is quite marked and wounds nearly 
always become infected. The relationship of this disease to scleroderma, dermato- 
myositis, nephritis and endocrine disturbances is interesting but as yet not fully 
understood. In practically none of these cases is the amount of blood calcium 
greatly increased. The exact mechanism by which the calcium is deposited in the 
tissues is-unknown. The collagen fibers become swollen, and then calcium is sud- 
denly deposited in them perhaps by a physiochemical change. 

Dr. Frep D. WEIDMAN, Philadelphia: The changes in the skin that Dr. Shaffer 
and I described (Weidman, F. D., and Shaffer, L. W.: Calcification of the Skin, 
Including the Epiderm, in Connection with Extensive Bone Resorption, Arcu. 
DerMaT. & SypuH. 14:503 [Nov.] 1926) are entirely different from those in the 
case under discussion in that in our case the deposits of calcium were metastatic, 
as evidenced by decalcification or resorption of bone in several parts of the skeleton. 
Our case was unique also in that epithelial structures were involved in addition to 
the collagenous parts. This process had apparently been inaugurated by an attack 
of osteomyelitis. Tuberculosis should always be considered a possible etiologic 
factor in cases of elastosis and calcification. The relationship of the parathyroids 
to the disease should also be investigated. 

Dr. THEODORE CorRNBLEET, Chicago: I have seen two examples of this disease 
in the last two years. It occurs to me that in spite of the small amount of calcium 
in the blood the deposits occur around the joints where the circulation is slowest 
and trauma is most common. 


CASES OF LYMPHOGRANULOMA INGUINALE. Presented by Dr. W. H. Connor, 
Cleveland. 


Case 1.—V. T., a Negro aged 38, is presented from the service of Dr. H. N. 
Cole and Dr. J. R. Driver at the City Hospital. He has had frequent venereal 
exposures, and approximately three weeks before his admission to the hospital 
there developed a lesion on the foreskin, which, on examination, appeared herpeti- 
form. Approximately ten days ago an egg-sized swelling which showed a brawny 
induration with slight fluctuation and a draining sinus developed in the right groin. 

The Frei test was positive. The Wassermann reaction of the blood was nega- 
tive. Dark-field examination of the penile lesion did not disclose Spirochaeta 
pallida. 

Case 2.—K. A., a Negro aged 26, had a urethral discharge about five weeks 
ago. About one week later there was marked swelling in the right groin. 

There is now a mass approximately the size of a hen’s egg, with slight fluctua- 
tion and a draining sinus. The nodes are matted together in a mass which is 
attached to the overlying skin. The penile lesion has healed. 

The Wassermann reaction of the blood was negative. The Frei test was strongly 
positive. Examination for gonococci gave negative results. 

Case 3 (postoperative anorectal syndrome).—J. M., a Negress aged 48, was 
presented before the Cleveland Dermatological Society in September 1932 (Arcu. 
Dermat. & Sypu. 27:343 [Feb.] 1933). A vulvectomy was performed in March 
1933 for elephantiasic scars and persistent sinuses resulting from lymphogranuloma 
inguinale. The patient is presented at this time to show the result of the operation. 
There is now a large postoperative scar about the genital and anal regions. There 
are no sinuses, and clinically the result is satisfactory. 

Case 4—W. M., a Negro aged 32, about three years ago had an ulcerating 
lesion in the groins which was diagnosed as granuloma inguinale at the Philadelphia 
General Hospital. He received a prolonged course of injections of antimony and 
potassium tartrate. Fuadin (sodium antimony pyrocatechin disulphonate) was used 
for about eighteen months, and the treatment resulted in complete healing. Approx- 
imately six months later the lesion recurred, and the patient was again given a 
course of treatment with fuadin in Chicago. He was recently admitted to the 
City Hospital, and the same therapy was continued. 
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There is an extensive, active, beefy red, granulomatous ulceration involving the 
groins, pubic region, penoscrotal juncture and cruroscrotal fold and extending onto 
the perineum, perianal region and natal fold. Extensive formation of scars has 
resulted in marked retraction of the penis. 

The Wassermann reaction of the blood was negative on two occasions, and 
the Kline precipitation test was moderately positive. A microscopic slide is 
presented; it reveals numerous Donovan bodies. 

Histologic examination showed essentially a chronic granulomatous inflammation. 


DISCUSSION 

Dr. C. F. Lenmann, San Antonio, Texas: Therapy for lymphogranuloma 
inguinale has been unsatisfactory. In the last two years, however, I have treated 
a number of patients by intradermal injections of the antigen and have obtained 
favorable results. 

Dr. ABRAM StrAuss, Philadelphia: I too have used the antigen in the treatment 
of lymphogranuloma inguinale in the early stages with good results, but thus far 
I have had no occasion to treat any patients presenting the anorectal syndrome. 


Dr. Joun E. Darton, Indianapolis: My associates and I have seen approxi- 
mately seventy-five cases of lymphogranuloma inguinale in Indianapolis. We have 
aspirated all the buboes, in preference to allowing them to break down and form 
sinuses or to incising them. In a study of our cases we have found that if sinuses 
are permitted to develop the average period required for healing is two hundred 
and seventy-five days, but if the formation of sinuses is prevented by aspiration 
recovery occurs in about seventy-seven days. 

Dr. Frep D. WerpMAN, Philadelphia: It is unfortunate that it is so difficult 
to obtain the Frei antigen, and I wonder whether all dermatologists have had the 
same difficulty. 

Dr. Marion B. Sutzpercer, New York: At the present time no satisfactory 
method of making Frei antigen has been devised except from the pus of patients 
known to have the disease. Some work is being done at the present time in one 
of the pharmaceutic laboratories in trying to inoculate animals. Thus far no 
satisfactory product has been put on the market. There is reason to believe that 
the difficulty will be overcome in the near future. 


Macuctar Atropuy. Presented by Dr. H. N. Core, Cleveland, and Dr. J. R. 
Driver, Cleveland. 


D. S., a schoolgirl aged 12, has had the usual diseases of childhood but never 
had any serious illness before the onset of the present condition two years ago, 
at which time she was presented before the Cleveland Dermatological Society 
(ArcH. Dermat & SypnH. 27:179 [Jan.] 1933). There have been no subjective 
symptoms at any time. 

Distributed over the neck and upper part of the trunk are numerous sharply 
defined, oval lesions, varying in size from 0.5 to 1.5 cm. in diameter. The lesions 
are of the normal color of the skin. Some are slightly elevated, while others 
are somewhat depressed. When puckered or stretched, the skin shows a demon- 
strable loss of elasticity, anetoderma and atrophy. 

General physical examination revealed no abnormalities. 

The Wassermann test of the blood was negative. The results of blood counts 
were normal. A specimen taken from one of the older lesions for biopsy and 
stained with Weigert’s elastic tissue stain and Van Gieson’s connective tissue stain 
showed a low, flat epidermis. The corium showed a slight mononuclear infiltration 
around the vessels, with some swelling of the collagenous tissue, which was more 
or less homogeneous in character. Elastic tissue fibers were absent, except at the 
two edges of the section, where tissue was present. In the deepest portion of the 
corium a few sweat glands still remained. 

Treatment, consisting of various tonics, has been of no avail. 
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DISCUSSION 


Dr. Louis Cuarcin, New York: The characteristic hernia-like lesions pre- 
sented by this patient make the diagnosis plausible clinically. The histologic 
picture is characteristic of macular atrophy. 


XERODERMA Pi1GMENTOSUM. Presented by Dr. H. N. Core, Cleveland, and Dr. 
J. R. Driver, Cleveland. 


R. G., a white girl aged 15, has been observed by us since she was 4 years 
old. A brother and sister apparently have normal skin. The father and mother 
are first cousins. Within the first two years after the patient’s birth the parents 
noticed an increased freckling on the exposed parts of her body. During the past 
ten years malignant changes have developed on various areas of the face; these 
parts have been treated by irradiation with radium or roentgen rays; some of the 
other areas have been treated by electrocoagulation. 

The patient is a well developed, well nourished girl of normal intelligence. 
Distributed variously over the face, dorsa of the hands and forearms is an almost 
diffuse, deep brown freckling on which are found numerous keratotic, scaly lesions ; 
the eruption is most extensive over the face. On the forehead and in the region 
of the nose are several areas with slightly raised, pearly borders, varying in size 
from 0.5 to 1 cm. in diameter. There are several scars about the face, which are 
the result of treatment of areas which previously showed malignant degeneration. 
In addition to treating the malignant changes as they arose, various protective 
preparations have been used on the skin, and throughout her entire life the patient 
has been protected as much as possible from sunlight. A metastasis to the left 
preauricular lymph node has apparently been successfully treated by interstitial 
irradiation with platinum needles containing radium. 


PircH-WorKerS’ CANCER. Presented by Dr. B. Levine, Cleveland. 


C. K., a man aged 68, began to work in a factory and to handle pitch at the 
age of 18, and he continued doing that type of work for fifteen years. The patient 
states that during this period he had frequent attacks of cutaneous irritation on 
the hands and on the face and that although he has not worked with pitch for 
the last thirty-five years the roughness and irritation of the skin have persisted. 

Scattered profusely over the face are flat, keratotic, brownish papules from 
2 to 3 mm. in diameter. The skin of both forearms shows numerous keratotic 
areas with a diffuse atrophic, pigmented appearance. Over the head of the right 
index metacarpal is a large indurated ulcer with rolled-over borders, approximately 
2.5 cm. in diameter. There are some keratoses on the scrotum. 

Microscopic examination of a biopsy specimen showed the tumor on the hand 
to be a squamous cell carcinoma. 


DYSTROPHY OF THE NAILS OF UNDETERMINED Etio.ocy. Presented by Lik. R. E. 
Barney, Cleveland. 

G. B., a woman aged 39, has spent eight months in a sanatorium for treatment 
of pulmonary tuberculosis. About three and a half years ago the right great toe 
turned white and then yellow, became elevated and finally desquamated. There 
were no subjective symptoms during this process. The nail grew again but was 
thick and yellow. That nail was the only one involved until about six months 
ago, when all the remaining nails of the hands and feet became involved. 

The patient appears to be fairly well nourished. All the finger-nails are 
elevated from their beds and are thin and brittle. The nail plates are uneven and 
show longitudinal striations. The toe-nails show similar involvement but are con- 
siderably thicker and are elevated by horny masses beneath. 

A roentgenogram of the lungs was said to show no signs of active tuberculosis. 
The basal metabolic rate was —15. The Wassermann test of the blood was nega- 
tive. Chemical examination of the blood revealed a phosphorus content of 2.54 mg. 
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per hundred cubic centimeters and a calcium content of 11.15 mg. Cultures of 
scrapings from the nails on sugar-proof mediums were negative for fungi. Micro- 
scopic examination of similar scrapings also gave negative results. 

Roentgen therapy and application of chrysarobin ointment have been used; the 
patient has also followed a diet with a high vitamin content and taken thyroid 
extract, but no appreciable improvement has resulted. 


CARCINOMATOSIS AND TERTIARY SYPHILIS. Presented by Dr. W. H. Connor, 

Cleveland. 

A. K., a man aged 53, has attended the City Hospital dispensary since 1929: 
he has received considerable antisyphilitic therapy as well as symptomatic treat- 
ment for many symptoms, among them an eruption on the dorsum of the hand, 
pruritus ani, hemorrhoids, chronic suppurative otitis media and migratory arthritis. 
Three weeks ago a generalized eruption, consisting of several confluent areas of 
papules covered with adherent white scales, developed on the hands, elbows and 
knees; multiple, widespread, pea-sized, soft subcutaneous nodules also appeared. 
Under the angle of the right jaw and over the nape of the neck are areas of 
extensive leather-like induration of the skin. These areas of infiltrations are freely 
movable over the deeper structures. There are no lesions on the mucous mem- 
branes. Digital examination of the rectum revealed no abnormality of the prostate. 

The Wassermann reaction of the blood is now negative, but the Kline reaction 
remains 4 plus. The urinalysis showed normal results. The blood pressure was 
185 systolic and 104 diastolic. The blood count revealed: red cells, 4,600,000; 
white cells, 12,400; hemoglobin, 100 per cent. The resuits of the differential count 
were normal. 

The diagnosis based on the appearance of a section taken from one of the 
lesions for biopsy was metastatic carcinoma simplex. 


DISCUSSION 

Dr. Frep D. WeroMan, Philadelphia: The clinical manifestations lead me to 
doubt the correctness of the diagnosis of malignant degeneration; however, from 
the histologic picture the condition is carcinoma. The interesting feature is the 
question of the primary site. The prostate must be considered; also it may be 
that the growth is a primary carcinoma of the sweat glands. 

Dr. Max S. Wern, Chicago: I have seen two such cases in which the condi- 
tion was metastatic and arose from primary bronchial carcinoma. 

Dr. Marion B. Sutzpercer, New York: I should like to suggest the parotid 
gland as the site of the primary lesion. 

Dr. Frep D. Wetman, Philadelphia: Metastases from parotid tumors are 
infrequent. 

Dr. Howarp Morrow, San Francisco: There is a nevus on the neck which 
may be a possible site of the primary lesion. 

Note.—The patient died in August 1934. Postmortem examination showed that 
the primary growth was in the bladder. The prostate was unaffected. 


CrrcuMScRIBED MyxXepEMA. Presented by Dr. J. A. Gammet, Cleveland, and 
Dr. Georce W. BrinK-ey, Cleveland. 


J. L., a Negro steward aged 38, from the service of Dr. Cole and Dr. Driver, 
was admitted to the Lakeside Hospital on June 1, 1927; he complained of loss 
of weight, weakness, tremor of the hands and protrusion of the eyeballs. During 
the following six weeks the basal metabolic rate varied from +53 to +11. On 
July 18, 1927, a subtotal thyroidectomy was performed. About six months after 
the operation the patient noted that the skin of the ankles was itching; later the 
ankles became swollen intermittently, and finally a permanent swelling of the ankles 
and hands developed. 
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The patient is rather obese and has marked exophthalmos. Both legs show 
marked swelling, consisting of a solid nonpitting edema and extending from the 
ankle half-way up to the knee. It is well demarcated at its margins; the feet show 
no involvement. There is a fusiform swelling of the fingers of both hands, without 
involvement of the joints. The finger-nails show marked longitudinal curving. 
The follicular markings of the skin are exaggerated, and some lichenification is 
present. General physical examination otherwise gave essentially normal results. 

The Wassermann reaction of the blood was negative. The blood count revealed : 
red cells, 4,150,000; white cells, 5,000; hemoglobin, 77 per cent. The differential 
count showed: polymorphonuclears, 61 per cent; large mononuclears, 32 per cent; 
small mononuclears, 6 per cent; eosinophils, 1 per cent. Chemical examination of 
the blood showed a calcium content of 10.1 mg. per hundred cubic centimeters 
and a phosphorus content of 4.3 mg. The basal metabolic rate on May 18 was —24; 
on May 19, —12, and on May 21, +49. 

Roentgen examination revealed symmetrical periosteal proliferation of the 
phalanges of both hands. These changes did not extend to the wrists. There 
were changes in the distal ends of the tibias, but those changes were not as striking 
as the ones in the fingers. 

A specimen ,.taken for histologic examination revealed marked hyperkeratosis of 
the epithelium and irregularity in the deposition of pigment in the basal layer. 
The corium showed a mild degree of perivascular lymphocytic infiltration. There 
was a wide separation of the collagenous fibers, with fragmentation and splintering. 
Sections stained with hematoxylin for the presence of mucin showed small purple 
areas of that substance throughout the corium. 


CIRCUMSCRIBED MyXepEMA. Presented by Dr. E. W. NetuHerton, Cleveland. 


Case 1.—J. L., a man aged 45, was in good health until 1930, when hyper- 
thyroidism developed and a thyroidectomy was performed. He improved after 
that operation but never completely regained his strength and continued to be 
nervous. In August 1933 he was forced to discontinue working because of 
nervousness, irritability, weakness and loss of weight. When the patient was first 
seen, in February 1934, he had lost 30 pounds (13.6 Kg.) in nine months. His 
appetite was good. He complained of dyspnea, palpitation of the heart on exertion, 
hyperhidrosis, weakness and nervousness. Two weeks after the thyroidectomy the 
patient noticed pink, raised areas on the lower portion of the right leg, and soon 
after similar lesions appeared on the left leg. These swellings gradually enlarged 
and have not changed during the past two years. 

The pretibial regions are poorly demarcated, irregular, thickened or edematous 
and have brownish or tawny plaques which do not pit on pressure. The plaques 
are almost devoid of hair, and when they are pressed or moved dimpling of the 
follicles is produced. 

The Wassermann and Kahn reactions of the blood were negative. The sugar 
content of the blood was 82 mg. per hundred cubic centimeters, and the urea 
content, 48 mg. The urea clearance test and other laboratory examinations gave 
normal results. On March 8, 1934, the basal metabolic rate was +55. 

A specimen taken for histologic diagnosis from one of the lesions on the left 
leg revealed no noteworthy change in the epidermis. The papillary layer was 
edematous but was practically free from the changes observed in the corium proper. 
In the corium the collagenous connective tissue had been fragmented, and in places 
it was almost completely replaced by a diffuse mucinous infiltration. This infiltra- 
tion extended for some distance into the subcutaneous tissue. There was a mild 
lymphocytic infiltration around the pilosebaceous follicles and around some of the 
vessels of the corium. The fibrous tissue around the follicles and coil glands did 
not show as much fragmentation as other parts of the corium. 


Case 2.—W. Z., a man aged 52, states that in 1927 there appeared nervousness, 
irritability, fatigue and tachycardia. The symptoms became worse, and in 1929 
he was found to have hyperthyroidism. A thyroidectomy was performed in 
February 1929. In October 1931 the patient complained of drowsiness, soreness 
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of the muscles and failing memory. There were signs of hyperthyroidism, and 
thyroid extract was administered. In January 1932 he noticed small, red, slightly 
itchy areas in the pretibial regions; these gradually enlarged until a considerable 
portion of the anterior surfaces of both legs was involved by edematous plaques. 

There is a pinkish-yellow edematous-looking nodule about the size of an English 
walnut on the anterior surface of the lower third of each leg. The surface of 
the right leg is smooth, but the left leg shows some depression. The skin around 
each nodule shows a slight amount of hyperpigmentation with some atrophy, the 
result of the involution of similar areas of myxedema which has occurred within 
the past six months. There are some puffiness of the eyelids and moderate 
exophthalmos. In other respects general examination has revealed nothing 
abnormal. Since the thyroidectomy in 1929 the basal metabolic rate has varied 
from —26 to +12. The Wassermann and Kahn reactions of the blood were 
negative. 

A specimen taken for microscopic examination showed a slight amount of hyper- 
keratosis in the epidermis. There was no acanthosis. The interpapillary pegs 
had been somewhat obliterated by changes in the corium. The papillary layer 
was edematous and comparatively free from the infiltration which appeared in the 
corium. The collagenous fibrous tissue of the corium was markedly separated 
and fragmented by mucinous infiltration or deposit. There was a slight amount 
of lymphocytic perivascular infiltration in the corium and around the pilosebaceous 
follicles. This, however, was not marked. 

Therapy has consisted of the administration of thyroid extract. 


DISCUSSION 


Dr. Louts A. BrunstinG, Rochester, Minn.: Cases of myxedema are more 
frequent than is generally appreciated, but usually the condition is overlooked by 
the surgeon who operates on the patient. An article by Thomas (Thomas, Henry 
A., Jr.: Acropachy, Arch. Int. Med. 51:571 [April] 1933) deals with the symptoms 
due to deficiency of thyroid secretion. These lesions appear most often on the 


legs and are secondary to hypothyroidism. 

Dr. Marion B. Sutzpercer, New York: The unusual number of cases of 
myxedema seen in Cleveland is doubtless due to the prevalence of hyperthyroidism 
and to the number of operations on the thyroid performed in this so-called goiter 
section. I have seen two patients with a similar condition in New York, both 
of whom had been operated on in Cleveland. 

Dr. E. W. Netuerton, Cleveland: At the Cleveland Clinic Foundation 
Hospital there have been six patients with this condition, and I agree with Dr. 
Brunsting that the disease is more common than is ordinarily supposed, for often 
the surgeon pays no attention to the lesion. 


TUBERCULOMA OF THE NECK AND PHARYNX. Presented by Dr. W. H. Connor, 
Cleveland. 


J. J., a Negro aged 20, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, says that about seven years ago there developed on the left side 
of the neck a painful, swollen abscess which was incised and which drained for 
four years. The drainage is said to have stopped after extraction of a tooth. 
In January 1934 there was a recurrence of the swelling, and a sinus developed. 
The mass under the jaw has gradually increased in size and has continued to drain 
up to the present time. In April 1934 it was noted that a mass was developing 
in the pharynx. One sister of the patient died at the age of 8 years, shortly after 
being discharged from the hospital, where she had been treated for tuberculous 
abscesses of the lumbar and retropharyngeal regions and for cervical adenitis. 
Another sister has been treated on several occasions for glandular tuberculosis. 
There is no history of venereal disease, and no cough, diarrhea, abdominal or 
urinary symptoms have been noted. 
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The patient is poorly nourished and confined to bed; the temperature is elevated. 
He has lost 20 pounds (9.1 Kg.) in the last six months. No physical abnormalities 
are present, except a multilobular mass in the left submaxillary region. On 
palpation this mass seems to be composed of fused lymph nodes and of several 
sinuses draining a purulent matter. Some old scars of healing sinuses are present. 
Over the center of the mass is an ulceration about 2.5 cm. in diameter, with a 
pale reddish surface covered with exuberant granulations. Discharge of pus from 
this area is quite profuse. On the left side of the mouth, in the space between 
the last molar and the tonsil is a large granulomatous tumor, approximately 3 cm. 
in diameter, having a sessile base. This tumor also has a pale reddish, translucent 
granulomatous appearance. 

The Wassermann reaction of the blood was negative. The blood count revealed: 
red cells, 2,200,000; white cells, 10,300; hemoglobin, 40 per cent. Smears from 
one of the sinuses were negative for tubercle bacilli and for fungi. 

Specimens for biopsy were taken on several occasions; they revealed chronic 
granulomatous inflammatory reactions resembling tuberculous changes. Roentgen- 
ograms of the chest and bones revealed no evidence of tuberculosis. A tuberculin 
test was positive with a dilution of 1: 100,000. 

2 DISCUSSION 

Dr. J. R. Driver, Cleveland: This is an interesting and unusual case. It has 
been studied extensively, and while at first it was impossible to diagnose the con- 
dition, the last two biopsy specimens have shown on microscopic examination a 
definite tuberculous character; this seems to prove the etiology of the case beyond 
any question. The tumor in the mouth between the last molar and the tonsil 
was thought for a while to be an epulis. However, the pathologic picture of that 
lesion is undoubtedly that of tuberculosis. 


PSEUDOXANTHOMA ELASTICUM WITH ANGIOID STREAKS OF THE RETINA. Presented 
by Dr. H. N. Core, Cleveland, Dr. J. R. Driver, Cleveland, and Dr. M. W. 
Jacosy, Cleveland. 


E. W., a woman aged 27, has had numerous attacks of pleurisy and one attack 
of pneumonia, but there has never been any protracted cough. In January 1933 
she had an attack of rheumatism accompanied by sore throat. At present she feels 
perfectly well. There is no history of ocular trouble in the family. For the past 
twenty years the patient has had poor vision in the right eye. About one year 
ago the patient was struck in the left eye with a tennis ball. A central visual 
defect was noted which gradually increased in size until about ten weeks after 
the accident. There are no subjective symptoms except failing vision. For 
approximately ten years the patient has noted a discoloration of the skin over the 
fossae and in the axillae. About six months ago these areas became tender and 
irritated for about tWo weeks. 

On both sides of the neck, from the jaw down to the clavicle and extending 
posteriorly, the skin shows a yellowish sheen. Close examination reveals numerous 
linear, pinhead-sized or larger, slightly raised or puckered, whitish-yellow papular 
lesions; the skin between the lesions is reddish. These linear arrangements follow 
the somites of the skin. There is definite evidence of atrophy and loss of elasticity. 
The skin, if lifted between the fingers, does not fall back in place as quickly as 
normal skin. There appears to be a certain amount of atrophy of the subcutaneous 
fat also. An eruption of the same type, though not as severe and more diffuse, 
is noted especially in the anterior axillary folds. The latter eruption has a slightly 
yellowish tinge. 

The results of the ophthalmologic examination were as follows: Vision in the 
right eye was 0.5/60; in the left eye, 6/10. External examination showed no 
features of any particular importance. Ophthalmoscopic examination after instilla- 
tion of homatropine hydrobromide gave the following results: in the right eye 
the media were clear. Adjacent to the temporal side of the disk was a large 
densely pigmented postchoroiditic lesion with an irregular nonpigmented lesion 
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extending outward to the macula. The latter was occupied by a nonpigmented 
lesion of the same character. The area surrounding these lesions showed granular 
disturbances in the pigmented epithelium of the retina. There were many tiny 
nonpigmented foci over the entire fundus and in the choroid. The color, level 
and margins of the disk were normal. The point of emergence of the vessels was 
obscured by connective tissue suggesting evidence of an old hemorrhage. 

The left eye showed many fine flocculent vitreous opacities. A large post- 
choroiditic lesion was present to the nasal side of the disk, and there were 
numerous ‘small discrete foci scattered over the fundus with granular disturbances 
of the pigmentary layer of the retina. There was evidence of fresh hemorrhages 
beneath the fiber layer of the retina to the temporal side of the disk, below and 
temporally to the macula, and one tiny hemorrhagic area was observed to the 
nasal side of the disk. The macula was markedly swollen and also presented 
small hemorrhagic areas. ‘The color, level, vessels and margins of the disk were 
normal. 

Of particular interest, and peculiar to both fundi, were the following findings: 
Definite angiotic streaks which were seen as densely pigmented areas were present 
in the choroid. These were definitely underlying the retina and radiated from 
near the margins of the disk, and at the latter point there was a definite circular 
area of similar type which was concentric with the margins of the disk. In the 
left eye there was one small hemorrhagic area which was definitely associated with 
one of the aforementioned angiotic lesions. 

In our opinion these angiotic streaks represented proliferation of pigment about 
the posterior ciliary arteries and were associated with a destructive process mainly 
limited to the choroid. 

Stereoscopic photographs of the fundi also established the location of these 
lesions as being beneath the retina and substantiated the diagnosis. 





DETROIT DERMATOLOGICAL SOCIETY 
G. WarrEN Hype, M.D., Recorder 
Regular Meeting, Oct. 16, 1934 


Criype K. Hastey, M.D., Presiding 


A CASE For Dracnosis (LICHEN Nitipus?). Presented by Dr. Roittin H. 
STEVENS. 

This Hungarian youth, aged 23, presents an eruption on the left breast. It is 
pigmented, yellowish brown, of the color of chamois skin and situated lateral to 
the nipple. In some places it is composed of small, flat, shiny lesions; in 
other parts it is follicular with plugs. There are no symptoms associated with 
the eruption. 

When I first saw the patient on July 2, 1934, the disorder presented the 
appearance heretofore described. At present one can scarcely see any follicular 
plugs, and even the flat, shiny, pinhead-sized papules have nearly disappeared. 


The patient has had six mild roentgen treatments between July 2 and Oct. 2, 


1934. 
DISCUSSION 


Dr. Hartuer L. Kerm: If I could disregard the history, I should much prefer 
to class this eruption as a nevus. 

Dr. Howarp J. Parkuurst: I agree with Dr. Keim, especially in view of the 
fact that there are hairs growing on the affected area. 
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Dr. Loren W. Suarrer: I gained the same impression as Dr. Keim. How- 
ever, I wish to offer as a secondary possibility the thought that the eruption may 
he a variety of tuberculosis cutis. I suggest that a biopsy be made. 

Dr. Cyrm K. VaALape: The patient seems to be certain that he did not 
have these lesions at birth, and judging from the fact that there is a history of 
some form of folliculitis or keratoses, I believe that the condition may have been 
a linear type of nevus, the usual picture having changed as a result of treatment. 

Dr. Rottin H. Stevens: When I first saw this patient there was a wall-like 
crater about the follicles, more toward the medial side, but at the same time, I 
have noticed a number of small, fine pin head-sized papules that I could see fairly 
well under magnification and that, in connection with the pigmentation, led me to 
think of the lichens. But, on the other hand, the follicular condition made me 
think of a keratosis pilaris, and I have no diagnosis to offer. 


\ Case or Hatry Toncue. Presented by Dr. Rottrn H. STEvENs. 

This man, aged 73, says that his disorder began to appear in January 1934. He 
has had treatment with local application of potassium permanganate, a solution 
made up of 1 per cent crystal violet in 50 per cent alcohol and 1 per cent brilliant 
green in 50 per cent alcohol, and six roentgen treatments from May 25 to July 
12, 1934. This brought about marked improvement and disappearance of the pig- 
ment portions of the hairs, but there is still considerable follicular enlargement. 
There has been a return of the pigmented hairs during the past four weeks. 


DISCUSSION 


Dr. Cyrm K. VALape: My experience is that chewing tobacco is responsible 
for growths of this type. I suggest that treatment with ultraviolet rays from the 
water-cooled quartz mercury vapor arc lamp be used in doses just sufficient to 
produce a mild erythema. 

Dr. Uno J. Wire: I believe that this is a typical hairy tongue. There is little 


else to say about it. It has been my experience that men with this type of condi- 


tion are inveterate smokers, and I have found that improvement cannot be brought 
about until the use of tobacco is discontinued. After it is discontinued, I have seen 
these disorders clear up in a few weeks. This man smokes incessantly. The con- 
dition on the tongue cleared up with aniline dyes. I do not know just what the 
etiology is, but the disorder is not a serious one. In this particular case, a man 
73 years old who has always enjoyed tobacco, should, I believe, be allowed to 
continue using it. 


\CANTHOSIS NIGRICANS. Presented by Dr. Ro_tin H. STEVENS. 


This housewife, aged 49, presents dark brown pigmented verrucous lesions on 
the neck and axillae. She was presented before the American Dermatological 
\ssociation eleven years ago and before this society about twelve years ago. 


DISCUSSION 


Dr. Uno J. Wire: I do not remember having seen this patient eleven years 
ago. The members, I think, did not have a fair opportunity of studying her 
because the majority of the lesions were not exposed to view. If she had these 
lesions eleven years ago when she was presented before the American Dermatological 
\ssociation, her condition is a rare example of acanthosis nigricans, for most 
patients with that disease die in a shorter time. 

Dr. Howarp J. Parkuurst: I also noticed the papillomatous lesions about 
the neck. I remember seeing them frequently on the skin of patients with condi- 
tions not related to acanthosis nigricans. 

Dr. Rottin H. Stevens: The same patient was presented before this society 
about twelve years ago. Dr. Wile and Dr. Belote made a microscopic diagnosis of 
acanthosis nigricans at that time. Later the patient was presented before the 
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American Dermatological Association. The lesions that she has now are similar 
to those she had at that time. 

Dr. Georce H. Betore: I think perhaps the condition was acanthosis nigricans 
twelve years ago but that something has happened to the acanthosis. 


ERYTHEMA ANNULARE CENTRIFUGUM. Presented by Dr. Ropert C. JAMIESON. 


Case 1.—This woman, aged 33, has had erythematous lesions on both arms in 
the deltoid area for eight years. The family and past history are irrelevant. 
General physical and laboratory examination gave negative results. The first 
lesions began eight years ago as slightly elevated erythematous lesions on the 
outer aspect of the upper portion of both arms. The lesions slowly enlarged with 
a clearing center, some reaching a diameter of from 10 to 15 cm. There is no 
tendency to spontaneous involution, but some lesions have disappeared after the 
application of iodine. There has been no regularity of appearance, no pruritus and 
no lesions on the trunk, but a few have appeared on the legs. No medication has 
been taken. The patient is subject to colds but is otherwise in excellent condition. 

Case 2.—Mrs. C. A. has had areas of erythema on the forearms for the past 
two years. The past history is irrelevant. General physical and laboratory 
examinations gave negative results. The lesions begin as small superficial patches 
of erythema which gradually enlarge peripherally with a clearing center. They 
increase up to 5 cm. in diameter and remain that size for long periods. Treat- 
ment has been without effect. 

DISCUSSION 


Dr. LorEN W. SHAFFER: I have been puzzled over the same type of condi- 
tions and have had the same difficulty in clearing them up. It has always been 
my impression that the lesions were eczematoid. 

I have seen erythema centrifugum, which produces large lesions on the trunk. 
The characteristic condition was an erythematous persistent urticarial eruption, 
which, I believe, is not eczematoid. The possibility that these lesions may be 
trichophytids with an annular character must be kept in mind. There is even a 
slight tendency toward atrophy in the center of some of the lesions. 

Dr. Howarp J. ParkKuurst: I am inclined to agree with Dr. Jamieson’s 
diagnosis. 

Dr. Upo J. Wire: Has syphilis been definitely excluded? The configuration 
and slight infiltration somewhat suggests superficial late tertiary syphilis. 

Dr. Ropert C. JAMIESON: The lesions first developed eight years ago in those 
locations, only one or two being present on the legs. The patient says that they 
became erythematous. The lesions showed no tendency to disappear, except after 
the application of iodine. There is no possible source of the disorder except the 
fact that the patient has septic tonsils and is subject to colds. The tonsils may 
be a focus of infection. 

The patient with the lesions on the arm I saw for the first time yesterday, and 
the only way in which syphilis could be ruled out in her case is by the fact that 
her children were born in the hospital, and evidently Wassermann tests were made. 
The other patient has a negative Wassermann reaction. 


Muttrece BenIGN Cystic Ep!ITHELIOMA. Presented by Dr. ArtHuR E. SCHILLER. 


This Negro girl, aged 19, presents on the face a number of skin-colored papules. 
These appeared suddenly eight years ago on the nose and cheeks. The lesions 
seem to be firmly embedded in the skin; they are somewhat round or oval, and 
some appear fairly translucent. The Wassermann test was negative. 

A biopsy specimen showed the following conditions: The skin was covered with 
a thin layer of keratinized squamous epithelium. The epidermis was intact and 
exhibited proliferation of compact masses of dark-staining cells, which varied in 
size and shape. The cells resembled basal cells of the epidermis, and beneath were 
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many discrete, coalescing cells. A few pearls were present but were apparently 
not a part of the tumor. 

A diagnosis of basal cell carcinoma was made. The patent is presented with 
a diagnosis of multiple benign cystic epithelioma. 


DISCUSSION 

Dr. Upo J. Wire: I did not see enough of the lesions to make a positive diag- 
nosis, and I wish to say something about the microscopic picture. I disagree— 
notwithstanding the fact that there are huge masses of epithelial cells—with the 
diagnosis of carcinoma. The lesions looked like an unusual, very cellular form of 
nevus rather than like epithelioma. I do not think that the lesions look like 
benign cystic epithelioma. I suggest a diagnosis of multiple dense nevi. 

Dr. Georce H. Berore: I think I agree that the condition is multiple benign 
epithelioma. Incidentally, this section is badly cut. There is epidermis all around, 
and it has been cut tangentially. I believe that a section cut at right angles may 
give further evidence. The appearance is strongly suggestive of tricho-epithelioma. 
I think that further sections will have to be made before a final diagnosis can be 
arrived at. 


CocciGeNIc Sycosis, SHOWING RESULT OF TREATMENT WITH OINTMENT OF CHLOR- 
HYDROXY QUINOLINE. Presented by Dr. Loren W. SHAFFER. 

This man, aged 45, was previously shown before this society because he was 
resistant to all types of treatment, including roentgen therapy and epilation. The 
condition has been present for four years and affects the face, the groins and the 
dorsa of the hands. Treatment with ointment of chlorhydroxy quinoline was begun 
on April 16, 1934. The patient was free from active lesions by June 15, 1934. The 
present condition is largely an aftermath of roentgen therapy and applications of 
a strong solution of formaldehyde which the patient used at the suggestion of a 
friend. 

DISCUSSION 

Dr. Loren W. SHAFFER: This man was seen before. He presented at that 
time a coccigenic sycosis of the face, groins and dorsa of the hands. He has been 
at the University Hospital. I have no other information to give, except to cite the 
report of Peck. The preparation which Peck and his co-workers used is now avail- 
able commercially. 

If the treatment is stopped a recurrence is apt to take place. In this case it 
took about two months to clear up the lesions. 

Dr. Georce H. Betote: The patient comes to the hospital and stays for two 
or three months at a time. When the report by Peck came out a few months ago, 
no information was given as to what he was using. I wrote Dr. Peck and received 
a description of his preparation. It was a mixture of mono-chlor and di-chlor- 
hydroxy quinoline compounds. I gave sulphate instead. Once in a while one finds a 
patient who cannot tolerate that medication and gets a dermatitis venenata from it. 


A Case ror Dracnosis (ErYTHEMA MULTIFORME PERSTANS? GRANULOMA 
ANNULARE?). Presented by Dr. W. G. SAUNDERS. 


This woman, aged 30, presents a bluish irregular oval lesion on the anterior and 
inner surfaces of the little finger of the left hand. It began about eight weeks 
ago as a small inflammatory bluish lesion on the middle phalanx of the finger. It 
was at first about % inch (1.25 cm.) in diameter and spread proximally so that it is 
now about % by 1 inch (1.25 by 2.5 cm.). The center seems atrophic and crinkled ; 
the border is hard and raised and presents an appearance of inflammatory activity. 
The lesion has progressed slowly, and there has been no change in the past two 


months. 
DISCUSSION 


Dr. ArtHur E. Scuitter: This lesion, when it was first examined, was 
prominent. It presented a ring of bluish discoloration, infiltrated, with rather a 
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clear center, and my impression when I first saw it was that it was either an 
eruption due to a drug or a persistent form of erythema multiforme. 


Dr. Howarp J. ParKuurst: I think that the condition is granuloma annulare. 


Dr. W. G. SAuNDerS: Granuloma annulare is apt to be of long duration and 
usually has a rolled and infiltrated border with an atrophic center. I think that 
this patient’s lesion has a somewhat atrophic center. She says that it is more 
apparent at some times than at others. It has never disappeared, and at times it 
has presented itself more plainly. 


EPIpDERMOLYSIS BULLOSA (FAMILIAL Type). Presented by Dr. Artuur E. Scuriter. 


This boy, aged 6 years, presents bullous lesions of the hands and feet. These 
lesions are easily produced by irritation. The mother states that the condition has 
been in the family for five generations, including her children. She and her three 
children all have the disease. Her father, grandfather and great-grandfather all 
had the disease. 

DISCUSSION 

Dr. ArtHur E. Scuitter: Three members of that particular family have 
hypersensitivity of the skin. The least amount of rubbing produces a bullous lesion. 
1 think that the condition is a mild type of epidermolysis bullosa. The same 
disease can definitely be traced back in five generations on the mother’s side. 
Occasionally one or two members of a family in which the malady is present 
do not have it and the rest of them do. I do not know how many cases reported 
can be traced for as many generations as this one. 





G. WarrEN Hype, M.D., Recorder 
Regular Meeting, Nov. 20, 1934 ? 


Crype K. Hastey, M.D., Presiding 


ERYTHEMA PersTANs. Presented by Dr. GeorGe VAN RHEE. 


J. J., aged 49, a machinist, states that on Nov. 3, 1934, he noticed deep-seated 
pain and tenderness along the right thigh and slight tenderness in the left elbow 
and forearm. A few days later there was marked redness of the skin of both legs, 
extending up to the inguinal region. During the past year he has taken ex-lax once 
or twice a week and also large doses of sodium salicylate. 

He had diphtheria, necessitating tracheotomy, when he was 7 years of age, and 
he has had three attacks of pneumonia, the last in 1928. Pleurisy developed after 
the pneumonia. In 1932 he had arthritis in the left shoulder and in both knees. 

Examination showed many carious teeth; the tonsils were small; the chest was 
emphysematous, and the breath sounds were distant. The heart sounds were 
normal. The blood pressure was 146 systolic and 100 diastolic. The abdomen 
presented no points of tenderness and no masses. 

From the toes to the level of the upper third of the thigh the skin of both 
lower extremities has a livid red hue. The upper border of the erythematous 
area is slightly raised and resembles erythema multiforme. There is a similar 
patch on the left buttock, over the lower part of the spine and on the left mid- 
axillary line. The erythema disappears on pressure. No change in temperature 
has been noticed. Slight edema of the ankles, some evidence of stasis and, on 
deep palpation, slight tenderness of the right thigh were noted. On standing the 
color increased. The bloed count and the examination of the urine gave normal 
results. The Kahn test was negative. 


DISCUSSION 
Dr. Georce H. Betote: This condition may belong in the group of sclero- 
dermatomycosis. 
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Dr. Howarp J. PArKuHurstT: The localization and appearance of this eruption 
suggest the diagnosis of acrodermatitis chronica, but the history, though it shows 
an acute exacerbation, is too short to justify that diagnosis. 


Dr. CLaup W. Benn: I think that the suggestion Dr. Parkhurst made is 
worth considering, and I should like to offer another suggestion. Incidentally, 
further work to substantiate this suggestion could not be done, but possibly there 
may be a lesion of the cord below the cauda equina. The patient states that he 
has pain in both hips, extending to the knees. At times the pain is more severe 
than at others, and when he changes position the pain tends to disappear. How- 
ever, he states that in the last two or three days he has had no pain. This, of 
course, would fit in with the distribution of the lesions, and I believe that the 
condition may be a neurocirculatory disturbance. 


Dr. LoreEN W. SuHarrer: I am inclined to agree with the suggestion of 
Dr. Behn that this is a neurocirculatory disturbance belonging to the group of 
erythema or acrodermatitis. The symptoms are purely circulatory and disappear 
when the limb is elevated. The sharp localization to the legs extending up to the 
midsacral region strongly suggests a neurologic background. 

Dr. Joun A. Hooxkey: I agree with Dr. Behn and Dr. Shaffer regarding this 
patient. As I recall, the incipient stage of acrodermatitis is characterized by true 
inflammation of the skin, but this is not present in this patient. The color on 
pressure or elevation and the sharp localization, in my opinion, tend to rule out 
that diagnosis. 


TUBERCULOSIS OF THE SKIN. Presented by Dr. GeorceE VAN RHEE. 

E. B., a Negro boy aged 15, is a student. His mother states that in 1931 a 
small red patch developed on the outer surface of the right leg near the external 
malleolus. This area gradually increased in size, became painful, ulcerated and 
did not respond to treatment. 

It was recommended that he be sent to an open air school, and he was examined 
at the Herman Kiefer Hospital from where the following report was given: “The 
thorax, diaphragm and heart reveal no pathologic changes. The right lung shows 
a small amount of fibrosis near the middle, and there are small calcifications over 
the root and in the apical region. The left lung is clear throughout. Roentgeno- 
grams showing the anteroposterior and the lateral view of the right ankle, 
including the distal third of the leg and the tarsal bones, were taken. There is 
no evidence of injury to or of disease of the bone. The diagnosis is the childhood 
type of tuberculosis.” 

There is an area about 9 by 4 cm. over the external malleolus of the right leg. 
The border is raised and studded with many small abscesses. The tissue is soft 
and spongy. The center is healed and the scar broad. 

Biopsy showed chronic granuloma with miliary abscesses but did not suggest 
tuberculosis. No definite etiology could be traced. 

A smear for Blastomyces and the Pirquet and Kahn tests gave negative results. 


DISCUSSION 

Dr. ArtHUR E. SCHILLER: My opinion is that the lesion on the ankle is tuber- 
culosis of the skin. 

Dr. Georce H. Betore: I think that clinically the lesion could be either 
tuberculosis or blastomycosis. I think it looks like blastomycosis rather than like 
tuberculosis. I confess that I searched for some time for Blastomyces and was 
unable to find the organism. 

Dr. GeorGE VAN RHEE: My co-workers and I discussed that problem with a 
pathologist, and he did not commit himself; he merely said that the lesion was 
not caused by tuberculosis. We considered blastomycosis when we examined 
smears, but the smears failed to reveal Blastomyces. 
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LicHEN PLanus: Presented by Dr. CLaup W. BEHN. 


L. W., a housewife aged 32, presented herself four and a half years ago with 
several dense smooth plaques over the tongue and many rings and linear striae 
over the buccal mucosa on both sides. All the piaques were covered with a white 
adherent pellicle. The patient was lost sight of, but two weeks ago she reappeared 
at the clinic. The tongue at this time was covered with a solid lesion while the 
lesions of the buccal mucosa were much more extensive than at the first 
examination. 

The tongue shows several areas of marked inflammatory reaction and thinning 
of the epithelium with some suggestion of degeneration. This patient has been 
taking a solution of potassium arsenite over a long period of time and has received 
numerous injections of preparations of bismuth and mercury, roentgen irradiation 
and radium therapy over the spine. She also states that she had antisyphilitic 
therapy, although the Wassermann reaction is negative at present. 

The medical diagnosis is enlargement of the thyroid, malignant hypertension and 
neurasthenia. 

DISCUSSION 

Dr. A. R. WoopsurNne: This patient presents a good example of local buccal 
lichen planus with annular lesions. The center of the tongue is quite thickly 
infiltrated with a heavy leukoplakia-like membrane, and I believe that in a lichen 
planus of this description there are a possibility of leukoplakia over the tongue and 
danger of subsequent malignant changes. 

Dr. CLaup W. Beun: That was my idea in showing this patient. 

I do not feel that she should have any more arsenic because of new lesions which 
are appearing on the tongue. When I first saw her the reaction was definitely 
inflammatory. Dr. Woodburne said that the malignant process will be hastened 
on the portion of the tongue where this reaction is present. I hesitate to apply 
treatment for fear that the malignant process may be hastened. 

Dr. Emmett C. Troxett: I believe that more arsenic should be given. There 
are apparently keratotic lesions on the palms. 

Dr. W. G. Saunpers: My experience with the bismuth preparations is that 
iodobismitol gives better results than the other forms of bismuth. 

Dr. Howarp J. ParKHursT: Lichen planus limited to the oral mucosa seldom 
causes subjective symptoms, and, possibly, since the disease is notoriously resistant 
to all types of treatment, it may be better to abandon treatment than to give 
treatment that may cause damage. 


Factitious Dermatitis? Presented by Dr. Georce VAN RHEE. 


E. B., an American girl aged 15, a student, says that ulcers, which started from 
chigger bites, developed on both legs about one year ago. The ulcers were treated 
with local applications. 

There are no apparent abnormalities except ulcers on the scalp and on the 
lower third of both legs. The ulcers vary in size from that of a dime to that 
of a quarter. The ulcer on the scalp is covered with a rather adherent gray crust, 
while those on the legs have a granulomatous base discharging a bloody, purulent 
serum; the borders are overhanging. There are many healed scars on the legs. 


DISCUSSION 


Dr. Tuomas H. Miter: I have had the opportunity of seeing this patient 
from time to time during the last months, and I have felt that there was a 
factitious element in the condition. I know that the lesions have been treated 
with fixed dressings, but outside of that, I can give no information. 

Dr. RutH Herrick: I found that one of the lesions had a mark as from a 
drop of acid. I believe that the eruption is a factitious dermatitis. 

Dr. Frank Stites: Has any surgical procedure been employed? I ask this 
because one lesion is absolutely triangular. 
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Dr. CLraup W. Benn: No surgical procedure has been used. The patient 
has been around the hospital for some time, and when she first came a member 
of the staff made a diagnosis of ecthyma. Fixed dressings were applied without 
benefit. 

It has not been possible to determine what the patient used to -produce these 
lesions. Since she has been coming three or four times a- week and is under 
the supervision of a visiting nurse she is getting well. 


UrTICARIA PIGMENTOSA. Presented by Dr. Cyrm K. VALADE. 


B. B., aged 27, a Russian housewife, presents a fairly generalized eruption 
that has been present since the patient was about 9 years of age. There is marked 
pruritus. A brownish maculopapular eruption is present on the chest, back and 
lower extremities. Most of the lesions show scarring; others become red on 
friction. No laboratory examinations have been made. Roentgen examination 
does not show any pathologic condition in the gallbladder. 


DISCUSSION 


Dr. ArtHuR E. Scurtter: In referring to the diagnosis of urticaria pigmentosa, 
I have a feeling that the eruption is a pigmentation following excoriation. The 
pigmentation fades readily and leaves white scars; this does not take place in 
urticaria pigmentosa. 

Dr. A. R. Woopsurne: I doubt that the diagnosis of urticaria pigmentosa is 
correct in this case. The lesions and the pigmentation are grouped peripherally 
and symmetrically over the arms and chest. I suggest a diagnosis of dermatitis 
herpetiformis. 

Dr. Georce H. Berote: I consider this a typical case of neurotic excoriations. 

Dr. Loren W. SHAFFER: I agree with Dr. Belote’s statement. The pigmenta- 
tion is secondary to a papular dermatitis. I have had several patients with this 
type of eruption, and I have never been able to classify the disorder except as 
neurotic excoriation. I do not believe that this is a satisfactory diagnosis. I 
think that there was some primary papule. Patients with neurotic dermatitis 
scratch excessively. However, the symptoms do not fit definitely in the group of 
dermatitis herpetiformis as there are no particular groupings of the lesions and 
they nearly always occur in areas that are accessible to scratching. 

Dr. W. G. Saunpers: The location of the lesions, the ovoid scarring remaining 
after the crust has been picked off or taken off by the nails, the pigmentation 
surrounding the lesions and the fact that the patient has picked on her skin as long 
as she can remember lead me to think that this is definitely a neurotic excoriation. 

Dr. Cyrir K. VaALapve: I agree with Dr. Shaffer that a diagnosis of neurotic 
excoriation is not sufficient. 


AN INTERESTING CASE OF SyPHILIs. Presented by Dr. THomas H. MILLer. 


‘ 


E. M., a Negress aged 26, has a generalized eruption and a “sore” on the right 
ankle. 

About eight weeks ago the patient hit her ankle on the rocker of a chair. This 
was followed by the formation of a swelling which later ulcerated. Three weeks 
ago a generalized eruption appeared. It was not pruritic, but the lesions were 
slightly tender to pressure. 

In November 1933 the patient had arthritis of the right shoulder. At that 
time the Kahn reaction of the blood was negative. In December 1933 the patient 
complained of pain in the right lower abdominal quadrant and of nausea. A 
diagnosis of chronic pelvic inflammatory disease was made. At that time she 
fell, striking the top of the head and fracturing the right wrist. The fracture 
healed well, but the patient has complained of rather severe headache from that 
time on. In September 1934 she complained of a sharp pain in the left lower 
abdominal quadrant which was referred to both shoulders. A diagnosis of healing 
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pleurisy and salpingitis was made. On Oct. 30, 1934, she was seen with a 
generalized cutaneous eruption. The Kahn reaction of the blood was positive. 

The patient was married at the age of 16. The husband is_ living 
and well; the results of the Kahn test of his blood have not yet been 
reported. Two children, a girl aged 6 years and a boy, aged 5 years, are living 
and well. The Kahn reaction of the blood of both children is negative. The 
patient has had three miscarriages: one at six months two years ago; one at 
three months one and one-half years ago, and one at three months seven months 
ago. 

There is a generalized papular eruption which involves the face, but no lesions 
are present on the palms or soles. There is an ulcer on the external aspect of 
the right ankle. The mucous membranes are free from lesions. 

The results of examination were as follows: Crepitant rales were heard in 
the left lung anteriorly. Roentgen studies showed the heart to be enlarged. The 
rhythm was regular; the aortic second sound, rough. A systolic murmur heard 
over the aortic area was transmitted to the neck. The blood pressure was 140 
systolic and 85 diastolic. The liver and spleen were rot palpated. All the peripheral 
lymphatics were enlarged. 

The pupils were equal and regular and reacted to light and accommodation. 
The biceps and triceps reflexes and the patellar reflexes were equal and active. 
There were no Babinski sign and ankle clonus. 

Treatment from Oct. 30, 1934, to Nov. 19, 1934, has consisted of three injections 
of a bismuth preparation and two injections of neoarsphenamine. 

On Nov. 18, 1933, the Kahn reaction of the blood was negative; on Oct. 25, 
1934, it was positive. 

The following diagnoses have been made: (1) gumma and recurrent secondary 
eruption; (2) primary (extragenital) and secondary eruption; (3) gumma asso- 
ciated with a generalized nonsyphilitic eruption. 


DISCUSSION 

Dr. Loren W. Suarrer: I am inclined to accept a possible diagnosis of gumma 
for the lesions on the ankle. This diagnosis does not include the secondary 
eruption on the rest of the body because of the history and of the character and 
distribution of the eruption. The face is clear, or practically so, and the palms and 
soles are also free from lesions. Frankly, I have no definite diagnosis to offer 
for the generalized eruption, but I believe that it may be papular pityriasis rosea. 

Dr. Georce H. Betore: I think this is one of the most interesting cases I 
have seen in a long time. I feel as Dr. Shaffer does about the lesion on the 
ankie. I think that I could regard it as a gumma, and in my opinion the history 
of miscarriages over a period of years points to a syphilitic condition which is 
older than the lesions on the body indicate. If this eruption on the body were 
seen on a white person it would represent typical pityriasis lichenoides chronica, 
parapsoriasis Juliusberg. 

Ordinarily with such an eruption one expects a long history, but the patient 
says that this condition has come on recently. However, there is always an answer 
to a history of that sort. Such a condition has to start at some time or other, and 
one often sees dermatitis herpetiformis, for instance, with a history of recurrence. 
I feel, as Dr. Shaffer does, that perhaps the eruption on the body has nothing to 
do with the syphilitic condition. 

Dr. Howarp J. PArKuurst: At the beginning the eruption showed some 
characteristics of lichen planus. The lesions were not infiltrated, they were 
polygonal and their surfaces were shiny. There was also some tendency toward 
a linear arrangement of the lesions. 

Dr. W. G. Saunpers: I favor a diagnosis of lichen planus for the eruption 
on the body. 

Dr. THomas H. Miter: Incidentally, this patient has had some treatment, 
which has made a difference in the appearance of the eruption. In the beginning 
there were as many lesions on the face as on the body, except that there were 
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no annular lesions. Also, there were no lesions on the palms or soles and none 
in the mouth. The generalized eruption has involuted about 25 per cent, and 
the lesions on the ankle have involuted about 50 per cent. The ulcer itself is much 
drier. In the beginning it was covered with thick pus and oozed much serum 
No diagnosis has been made. If that is a secondary eruption, I do not know hoy 
to explain the lesion on the ankle. It would be interesting to have the patient 
come back in a month after she has received additional treatment. 


\ Case For DiaGNosis. Presented by Dr. Loren W. SHAFFER. 


J. H. S., a man aged 45, presents a moderate degree of ichthyosis, moderately 
severe seborrheic dermatitis of the scalp, numerous seborrheic keratoses and oddly 
shaped, sharply diffused plaques of dermatitis on the trunk and extremities. The 
condition has been present for several years. It is more active during the winter, 
being only slightly noticeable during the summer. Moderate pruritus and secondary 
eczematization are present during the winter. Examination of the scales for fungi 
gave negative results. The Wassermann reaction was negative. Local therapy 
with ointments and ultraviolet and roentgen irradiation have been largely without 
effect. 

DISCUSSION 

Dr. Howarp J. PAkKHUurRST: During the last year I have had two patients with 
conditions resembling that presented by this patient. Both were men who had 
done considerable gardening and who, I thought, had come in contact with arsenic 
in sprays. The patches cleared up under treatment with sodium hyposulphite. The 
possibility of parapsoriasis of Brocq must also be borne in mind. I feel that in 
the absence of itching the possibility of early granuloma fungoides is quite remote. 

Dr. GeorGeE VAN Ruee: I thought that there was considerable itching, and 
that rules out parapsoriasis. | have seen similar lesions. I cannot make any 
diagnosis if the statement that there is no itching is correct. 

Dr. Crype K. Hastey: The Wassermann reaction has been reported to be 
negative. 

Dr. Loren W. Suarrer: If I had to diagnose this man’s condition I should 
suggest parapsoriasis of Brocg. The itching is not extreme. There is a mild 
ichthyosis. It is peculiar that the lesions are much aggravated during the winter, 
when ichthyosis ‘is accentuated. The lesions have been resistant to all forms of 
treatment. 

This patient has been under the care of Dr. Wallhauser in Jersey City, N. J.; 
the diagnosis was seborrheic dermatitis. He has a dermatitis seborrhoeica of the 
scalp, but I do not believe that the lesions on the scalp and on the body justify 
this simple explanation. 
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SYRINGOMA. FIBROMA OF THE ORAL Mucosa. Presented by Dr. E. P. Zetster. 


This woman, aged 41, states that for ten years she has had multiple lesions 
over the thorax, chiefly in the axillary regions, and on the eyelids. 

The lesions on the eyelids are the size of a split pea, translucent, whitish and 
nodular. Those on the chest are discrete, firm, flesh-colored papules. On the 
oral mucous membrane there is a firm, bean-sized pedunculated tumor. 

Biopsy material from one of the lesions on the chest was typical of syringoma. 
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DISCUSSION 


Dr. Ottver S. Ormssy: I think that the condition is typical of syringoma, but 
one does not often see lesions of this type on the face. Multiple benign cystic 
epithelioma occurs characteristically on the face and is distinct from syringo- 
cystadenoma. The former is familial; it begins in early childhood and lasts 
indefinitely. Syringocystoma occurs usually in females, begins at about the age 
of puberty and is nearly always limited to the chest, trunk and extremities, although 
sometimes lesions are seen on the face. A patient with extensive syringoma whom 
I had under observation several years ago had lesions on the face, arms, chest and 
legs. In that case it was proved that the sweat glands were involved. During the 
active period of the disease there was practically no perspiration, but after recovery 
the function of the sweat glands returned to normal. While there was some inflam- 
matory reaction histologically, the tumor was an epithelial new growth and involved 
the sweat ducts and sweat glands. Hence, while the disorders are much alike, | 
think that one can, both clinically and histologically, distingush between multiple 
benign cystic epithelioma of the face and syringocystoma of the trunk. 


A Case For DiaGnosis (EpirHeLiomMaA ApENomwEs CysticuM?). Presented by 
Dr. E. A. OLIver. 
This article will be published in full in a later issue of the ARCHIVES. 


DISCUSSION 


Dr. HAmitton Montcomery, Rochester, Minn.: The report which Dr. Arne 
Ingels made of this case constitutes a part of a thesis, which has been submitted 
for publication in the ArcHIves oF DERMATOLOGY AND SYPHILOLOGY under the 
title “Epithelioma Adenoides Cysticum with Features of Syringoma.” As one can 
see from the clinical photographs taken in 1931, there has been a marked progres- 
sion of the ectropion of the eyes, the narrowing of the orbital fissures becoming 
much more marked. The follicular lesions suggestive of pityriasis rubra pilaris 
are more prominent. 

I agree with Dr. Ormsby that a typical case of epithelioma adenoides cysticum 
or of syringoma is distinctive clinically and histologically. This case is of unusual 
interest because it links both these diseases. It shows histologic features of both 
and even occasional sebaceous cells in the strands of neoplastic cells together with 
fibrosis and a foreign body giant cell reaction in some of the sections in the 
cutis, so that even adenoma sebaceum (Pringle) must be considered. It was 
impassible to trace any connection of the strands of cells to the sweat glands, but 
they could definitely be connected with the sweat ducts and hair follicles. Per- 
sonally, I should classify this case on the basis of an epithelial nevus in the sense 
that Jadassohn and Gans use this term. The criticisms of Scholtz may be admitted 
if one wants to limit the term nevus to lesions containing true nevus cells. 

I wish to emphasize that all the lesions this patient presents, whether on the 
back of the hands, neck, face or thigh, including the specimens for biopsy taken 
recently and presented today, show the same features, in varying degrees, namely 
those of epithelioma adenoides cysticum and syringoma; in some specimens one 
type predominates over the other. 

Dr. E. P. Zetster: I think that this is an extraordinary case, and I wish to 
inquire whether any stains have been made for amyloid. In my opinion the peculiar 
follicular lesons on the extremities may give a staining reaction for amyloid. 
As to pityriasis rubra pilaris, I am unable to convince myself that that diagnosis 
could hold up. 

Dr. E. A. Oxrtver: Dr. Montgomery and Dr. Foerster have made such a 
thorough study of this case that I should like to have a little more information 
concerning the peculiar sclerodermatous appearance of the patient's face. 

Dr. Rusen Nomianp: I think if the disorders were of an amyloid type it 
would be recognizable in the sections stained with hematoxylin and eosin. 
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Dr. HAMILTON Montcomery, Rochester, Minn.: I cannot explain the sclero- 
dermatous appearance of the face, but theoretically there is a tremendous involve- 
ment of the epidermis which may result in mechanica! stoppage of some of the 
sweat secretion, thus causing edema, although this patient showed no decrease in 
the amount of perspiration as induced by the administration of pilocarpine 
hydrochloride. 

There is nothing in the histopathologic picture in this case to suggest cylindroma, 
even though there may be reports of cases in the literature in which cylindroma 
has merged with both epithelioma adenoides cysticum and syringoma. Stains for 
amyloid and colloid gave negative results when the patient was seen at the Mayo 
Clinic. Small amounts of mucin were demonstrated in several of the specimens 
in the upper and middle parts of the cutis, especially near the cystic areas. 


MyeLoip LEUKEMIA WITH NONSPECIFIC ERYTHEMATOUS AND PrRuRIGO-LIKE 
CuTANEouS Lesions. Presented by Dr. JAmMes H. MITCHELL. 


This man, aged 49, presented himself on Oct. 4, 1934, because of markedly 
pruritic lesions on the lower part of the face and on the sides of the neck and 
trunk, which had gradually increased since their onset, about six months previously. 

The skin of the lower part of the face and neck was a dull and somewhat 
violaceous red, definitely thickened. At the lower border the process gradually 
resolved itself into individual lesions, which were found over the trunk but were 
more numerous on the sides of the thorax. The patient had lost much weight and 
had been unable to sleep because of pruritus. 

Examination showed that the spleen extended more than a hand’s breadth below 
and three fingers to the right of the umbilicus. There was no generalized 
adenopathy. 

The urine was cloudy and contained considerable albumin and a trace of 
sugar. The leukocyte count was 67,000; later it gradually rose to 106,000. 

The patient was given 175 roentgens of unfiltered radiation to the sides of the 
face and neck and 326 roentgens of radiation filtered with 1 mm. of aluminum over 
the spleen. The lesions on the face and neck disappeared, and the spleen decreased 
in size. 

A biopsy specimen from a lesion in the right flank was sectioned by Dr. 
Nomland. No specific leukemic infiltrate was found, although the central crust 
was seen, proving that the lesion had been properly sectioned and that the infiltrate 
sought had not been missed. 

The patient was seen in the first quarter of 1932 because of an infectious type 
of dermatitis on the scalp, upper part of the chest and forearms, which had become 
quite severe under Christian Science ministrations. Baths with potassium per- 
manganate, roentgen therapy and administration of calcium cleared up the condi- 
tion, and no further trouble was experienced until the present dermatosis appeared. 


LICHEN PLANUS (ANNULAR) OF THE HANDS SIMULATING GRANULOMA ANNULARE. 
Presented by Dr. CLarK W. FINNeERUD and Dr. RALPH H. ScuLL. 


This Italian girl, aged 9, has a disorder of about two years’ duration which 
began on the sides and palmar aspects of the thumb as small lesions which enlarged 
in annular fashion. There are no subjective symptoms. 

The eruption is symmetrical, involving only the hands. On the forefinger and 
thumb, in the corresponding interdigital space and on the palmar aspect of the 
thenar eminence there is an annular eruption. The lesions are located chiefly on 
the sides of the thumb, beginning at the palmar aspect and extending up to the 
dorsum in a scalloped arrangement. They are purplish red and present a definite 
margin with partial clearing in the center. In three or four areas there are 
discrete, flat papules the size of a split pea or larger. 

siopsy revealed rather marked hyperkeratosis, an increase in the stratum 
granulosum and a moderate increase in thickness of the prickle cell layer. Extend- 
ing from the epidermis to the subpapillary layer was a sharply marginated infiltrate 
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consisting of lymphocytes and cells. There was no sharp definition between the 
basal layer of the epidermis and the cellular infiltration of the corium in the 
areas in which the process was most marked. 


DISCUSSION 

Dr. Uno J. Wire, Ann Arbor, Mich.: I agree that the histologic picture does 
not in any way substantiate the clinical diagnosis of granuloma annulare. At the 
same time I cannot accept the microscopic diagnosis of lichen planus. 

The sharp limitation of an infiltration limited to the interpapillary layer not 
only is characteristic of lichen planus but occurs in a number of other conditions. 

It does not seem to me, therefore, that one can accept a clinical diagnosis of 
lichen planus for this condition merely because of the microscopic picture. The 
latter, notwithstanding the pathologic changes, is typical of granuloma annulare. 

Dr. Ortver S. Ormssy: I wish to make a few remarks about the difference 
in the clinical and histologic observations. As experience enlarges one finds that 
every once in a while the histologic picture in a certain case is so different from 
the condition suggested by the clinical manifestations that one can hardly believe 
that the microscopic picture is true. That being the case, one may feel that perhaps 
the histologic work adds confusion in place of clarifying the case. In the majority 
of cases a certain histologic structure produces a certain clinical picture, but 
occasionally this does not occur. For example, at a clinic conducted by Dr. Wile I 
saw a patient who had a lesion on the breast which clinically was a classic keloid. 
Histologically it proved to be neuroma, and the case is now reported in the literature 
under that diagnosis. This afternoon a patient was seen with a clinical mani- 
festation of pityriasis rubra pilaris; the symptoms were not typical, but they were 
strongly suggestive of that disease; histologically the condition proved to be 
entirely different. There were no clinical symptoms that corresponded to the 
disease indicated by the histologic picture. Thus it was well illustrated this after- 
noon that it is possible in exceptional cases for a histologic picture to produce 
clinical symptoms entirely different from those usually seen in the disease under 
consideration. 

Dr. T. K. Lawtess: If I had to make a diagnosis from the section that was 
presented I should say that the disorder is erythema elevatum diutinum and not 
lichen planus. There is hyperactivity of the granular layer, but the usual inequality 
of distribution is not seen. At the site of union of the dermis with the epidermis 
there is not the zone of clarity composed of a serous exudate either limited or 
diffuse that is found in lichen planus, and this clear zone is one of the essential 
characteristics of lichen planus. Furthermore, the cells in lichen planus should be 
predominantly small round cells, but in this case there is a polymorphic condition. 
The outline at the lower limit is not as linear as one is accustomed to see, and 
therefore from the microscopic picture I should make a diagnosis of erythema 
elevatum diutinum. 

Dr. Crank W. FInNerRup: In my experience lichen planus shows just what 
Dr. Lawless says is present in this section. That is, the infiltrating cells seem 
almost to fuse with the epidermal cells, thus obliterating the normally present 
sharp definition of the basal cell layer. That is one of the things most in favor 
of the diagnosis of lichen planus. 

Dr. Hamitton Montcomery, Rochester, Minn.: I agree with what Dr. 
Finnerud said, and I believe that the sections shown are those of lichen planus. 
I considered erythema elevatum diutinum as a possible clinical diagnosis, but 
histologically the sections showed no evidence of hyaline change in the walls of 
the blood vessels or of any of the other features of that disorder. 

In answer to Dr. Wile’s statement, the histopathologic picture is that of lichen 
planus and not that of any of several conditions which may closely simulate the 
histologic picture of lichen planus, such as senile keratosis, lupus erythematosus, 
and secondary and tertiary syphiloderm. 

Dr. Rusen Neomianp: I think that on several occasions in the past this 
child has presented three or four discrete, flat lesions distant from the scalloped 
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area of the eruption that were fairly typical of lichen planus; those lesions are not 
so much in evidence today. 

Dr. Upo J. Wire, Ann Arbor, Mich.: Of what type of lichen planus are the 
lesions of the finger? 

Dr. CLarK W. Finnerup: I presented the patient before my clinic as show- 
ing granuloma annulare, and a biopsy was made that afternoon. When I saw 
the results I thought that the sections had been mixed up with those of another 
patient, but I found that such a mistake could not have occurred. Another section 
can be made. I am not absolutely sure that the ‘condition is lichen planus, but 
| think that the histologic picture fits in with that diagnosis almost perfectly. 


Sotip EDEMA OF THE PENIS AND Scrotum. Presented by Dr. THEODORE 

CORNBLEET. 

This man, aged 31, presents a disorder of three years’ duration. The condition 
occurred following an attack of what was said to be influenza. It came on with a 
chill and fever, and the same night an eruption appeared suddenly. The lesions 
quickly attained their present size and character. There were local heat and 
tenderness, some burning on urination and little difficulty in starting the urinary 
flow. This local activity lasted for about three weeks and gradually subsided, but 
the lesions remained, although they presented no symptoms. There was interference 
with the patient’s sexual life. 

At intervals of from two to three months since that time there have been recur- 
rent attacks of activity in the lesions; these attacks always occurred wih a chill 
and some fever and appeared suddenly. There has been a burning, painful feeling, 
and the lesions have felt warm and tender. The local symptoms subside gradually 
in about three weeks, leaving the inactive nonretrogressing lesions. 

Examination showed three firm but resilient, irregular, walnut-sized nodes just 
behind the corona of the penis. The raphe of the scrotum was enlarged into the 
form of a cord the diameter of which was about that of a lead-pencil. The portion 
of the adjacent scrotum was diffusely thickened. There was neither pain nor 
tenderness. On the shaft of the penis were three translucent, soft excrescences 
the size of a split pea. Puncture of these lesions gave rise to a stream of clear 
fluid which flowed spontaneously for about fifteen minutes. 

No constitutional diseases were discovered. The only finding on physical 
examination was opacity of the antrums. The antrums were punctured, and thick 
greenish material was removed by washing. This procedure thus far has not 
influenced the lesions on the penis and scrotum. 

An attempt was made to develop a vaccine from the material from the antrums. 
\t present there is no bacterial report as to the organism found. 


> > 


KERATODERMA BLENNORRHAGICUM. Presented by Dr. B. B. Breson and Dr. 


M. H. Esert. 


This Negro laborer, aged 32, entered the Cook County Hospital on Aug. 3, 
1934, because of swollen and painful joints which had troubled him for two weeks. 
His work involved his getting wet daily. Two weeks prior to admission he 
noticed pain in the lumbar region, which soon shifted to the right hip. He took 
“kidney medicine” for this, felt relieved and returned to work. Soon after both 
eyes became swollen. All the fingers and the right knee were similarly affected, 
and the right ankle next became involved. A cutaneous eruption then appeared 
over the left instep and gradually spread over both feet and the lower parts of 
the legs, the thighs, knees and scalp, and a few scattered lesions appeared over the 
backs of the fingers. The most marked lesions are on the backs of the feet, 
the lower parts of the legs and the knees. Some of them measure 4 cm. in diameter 
and are elevated from 6 to 7 mm. They are greenish and firm; many are rupia- 
like, and when closely grouped they closely simulate a hill and valley effect. A 
thick carapace covers both soles. 
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The patient states that he had gonorrhea five years ago and one year ago but 
that he did not have rheumatism on either occasion. There was no urethral 
discharge when he was examined, but the prostate was moderately enlarged. The 
reaction to the gonococcus complement-fixation test was 4 plus on two occasions, 
the last of these being on September 25. The Kahn reaction was negative on 
two occasions. 

The patient has had a low grade fever since admission to the hospital and 
Dr. C. C. Maher suspects the presence of gonorrheal endocarditis. 


KERATODERMA BLENNORRHAGICUM. Presented by Dr. B. B. BEEson and Dr. M. H. 
EBert. 


H. O., aged 22, a laborer, was admitted to the Cook County Hospital on 
Sept. 18, 1934, because of pain in both feet which made walking impossible and 
also because of an eruption over the feet. He said that he had gonorrhea six 
or seven years ago but that it was of short duration. 

The cutaneous eruption began along the sides of both feet as tiny red spots, 
which a week later became pustular and then horny. Rheumatism appeared at 
about the same time and had been chiefly confined to the right hip, knee and ankle. 

The most characteristic cutaneous lesions were on the backs of the feet and 
toes. They resembled a miniature mountain range, were elevated about 5 mm., 
varied from 2 to 3 mm. to more than 1 cm. in diameter and were frequently 
circular. They were greenish yellow and firm. The soles were covered with a 
sandal-like carapace which was about 3 mm. thick. Several of the toe-nails were 
affected; some had been shed, and others were replaced by greenish horny masses. 
In addition to the larger lesions, scattered lesions were present over the glans 
penis, thighs, back, forearms and hands. 

On October 5 a thick yellowish secretion was secured by prostatic massage. 
This material contained gram-negative intracellular diplococci. The reaction to the 
gonococcus complement-fixation test was 4 plus. 


DISCUSSION 

Dr. E. P. Zetster: These are both classic cases of keratoderma blennor- 
rhagicum and have practically all the features that have been recorded for that 
disease. The characteristic lesions are the hard, horny growths on the feet that 
fuse and form geographic outlines. The lesions on the knees and elsewhere could 
easily be confused with those of psoriasis osteacea or rupioides. In the other cases 
I have seen there have been lesions on the forehead at the margin of the scalp, 
on the penis, on the dorsa of the hands and beneath the tongue, which were not 
present in these cases. I think that it is unusual to see two patients with this 
rare type of dermatosis. 

Dr. Ottver S. Ormssy: There has been doubt for some time as to whether 
the disease was due to the gonococcus, because of the rare occurrence of the 
organism in the lesions. For some time I have felt that the lesions were “ids.” 
When the organisms are freed from the primary focus in the genito-urinary 
tract and lodge in the skin they are soon destroyed on account of the existing 
allergy, and an “id” eruption results. This may account for the rarity of the 
presence of the gonococcus in the lesions in these cases. In the majority of 
reported cases it has been absent, and I think that its absence can be explained 
as I suggested. 

Dr. M. H. Expert: The histologic picture in the case of the second patient 
is interesting. In view of the clinical resemblance of this type of keratoderma 
to psoriasis there are many points of similarity between the histologic observations 
in this case and those in cases of acute pustular psoriasis. There are the same 
heaping up of groups of polymorphonuclear leukocytes, the same penetration 
of the epidermis by lymphocytes and the same crust formation as in psoriasis. 
I think that this is important in any speculation on the pathogenesis of psoriasis. 
If keratoderma blennorrhagicum is an “id” it may be found some day that ordinary 
psoriasis has a similar pathogenesis. 
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Dr. B. B. Beeson: In the white patient a stained prostatic smear revealed 
typical intracellular gonococci. In the case of the Negro no organism was found, 
but he was examined by a urologist who thought that there was sufficient involve- 
ment to justify the diagnosis of keratoderma blennorrhagicum. 

On looking up the literature it is interesting to find that a French writer 
stated recently that in some of his cases and in those of other authors poly- 
arthritis was present and that in his cases there was no evidence of gonorrhea. 

This Negro is supposed to have gonorrheal endocarditis, but apparently this 
condition is not present in the white patient. 


ENCEPHALOMYELITIS ACCOMPANIED BY LARGE BuLLous LESIONS ON THE DorSAL 
SURFACES OF THE Hanns. Presented by Dr. JAmMes H. MITCHELL. 


C. S. B., a man aged 26, was first seen on Sept. 4, 1934, with fully distended 
builae ranging in size from 2 to 5 cm. in diameter. There was no apparent 
secondary infection. The lesions remained for days before rupturing, and after 
they ruptured there was delayed healing. Only one bulla had appeared on the 
dorsum of the foot. Intense pruritus, especially at night, was the only subjective 
symptom. Various minor traumatisms had occurred, such as burns, which like- 
wise failed to heal. The patient had just returned from Arizona, where he had 
taken intensive sun baths. He was markedly tanned, except on the fingers, where 
no tanning and no bullous lesions had developed. The right hand had been con- 
stantly more involved than the left, and the patient insisted that he had had more 
nervous disturbances on the right than on the left side. 

The patient had been in good health until the summer of 1933, at which time 
he suffered from sinusitis. He spent some time at the Albert Merritt Billings 
Memorial Hospital, where after considerable investigation a vaccine was made 
and forcibly blown into the nares. The nervous symptoms were said to have 
developed after that treatment. 

Since he left that hospital the patient has been under the care of Dr. John 
Favill, who reported that he had been taking 15 grains (0.972 Gm.) of quinine 
and 5 grains (0.324 Gm.) of barbital daily for eight months. Also sodium amytal 
and 6 ounces (178 cc.) of pure alcohol were daily ingested. According to Dr. 
Favill, the encephalomyelitis was not of the epidemic type but of that which 
follows various intoxications, such as those caused by antirabies and antismallpox 
vaccinations. A question was raised as to whether the forcible insufflation of the 
vaccine was the etiologic factor. 

Treatment has consisted of the cessation of all internal medication except 
administration of calcium lactate and the application of 175 roentgen units of 
roentgen rays to each hand. A patch test with quinine was completely negative. 
There was slight albuminuria on several occasions, but no sugar was found in the 
urine. 

The blood count showed: white cells, 6,800; polymorphonuclears, 74; lympho- 
cytes, 21; basophils, 4, and eosinophils, 0. The content of the bullae was per- 
fectly clear and sterile. 

The patient is presented as showing an example of bullous formation, probably 
trophic, accompanying encephalomyelitis of the toxic type. 


A CAsE For D1AGNosIS (PIGMENTATION OF THE FAcE). Presented by Dr. Rusen 
NoMLAND and Dr. Davin V. OMENs. 


This woman, aged 28, states that one year ago she noted a brown spot near 
the angle of the mouth on the right side. Soon thereafter a similar lesion appeared 
on the left side, and both areas slowly enlarged. During the menstrual period 
there was pruritus in the affected region. 

Inspection showed a large area of moderately dark brown pigmentation about 
the size of a palm on each cheek. The margin of this area merged rather sharply 
into normally pigmented skin. 
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DISCUSSION 

Dr. Uno J. Wire, Ann Arbor, Mich.: I wonder whether the patient has been 
interrogated as to the ingestion of drugs as a cause for the vicarious pigmentation. 
She told me that for several years she has been taking all sorts of drugs for the 
relief of constipation, and she mentioned several preparations containing phenol- 
phthalein. The distribution is unusual for an eruption due to a drug, and the 
patient states that the lesion was not preceded by urticaria. I was struck by the 
fact that it resembles a fixed eruption due to a drug; it may be due to antipyrine 
or to one of the other coal tar preparations. 

Dr. Harry M. Hence: I have a patient, a Portuguese, who has a similar erup- 
tion, and the closest information I could obtain as to the etiology is the fact that 
the patient has been using two cosmetic preparations to bleach her skin. One of 
these preparations consists of a keratolytic and phenol and is designed to remove 
the live skin. After each application there has been a severe inflammatory reaction 
followed by pigmentation; probably this was due to the natural racial characteristics 
of the patient. 

Dr. E. A. Oniver: I was going to ask whether this woman had been using 
any cosmetics. There is a preparation on the market for removing freckles, known 
as Gaulard’s Freckle Cream, which frequently causes pigmentation of the skin. 

Dr. Oriver S. Ormssy: The question of érythrose péribuccale pigmentaire, 
examples of which were reported by Dr. Ebert and I, came up in connection with 
this case, but this disease can be ruled out by the fixed character of the pigmenta- 
tion. That is, the pigmentation remains the same all the time; it may be some- 
what exaggerated at the menstrual period, but otherwise it is fixed. In our cases 
there was variation in the degree of discoloration from day to day or even at 
different hours of the day. In this case one has to think of a metal being rubbed 
into the skin; in the cases which Dr. Ebert and I observed the pigmentation was 
distributed more on the sides of the face and neck. The fact that this patient 
has used phenolphthalein rather freely should be considered and the differential 
diagnosis should be ruled out by means of tests with this drug. 

Dr. H. R. Foerster: I thought that this was an example of erythema perstans 
of medicamentous origin, possibly due to phenolphthalein or antipyrine. The 
patient had taken proprietary laxatives and medication for headaches prior to the 
onset of the eruption. Only one cheek was involved for some time after 
the onset; this is a point against a diagnosis of dermatitis due to cosmetics. 
The condition is said to have been erythematous at the onset, with a gradual deepen- 
ing of the color, increasing pigmentation and gradual enlargement—features which 
are opposed to a diagnosis of dermatitis venenata. 





ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. T. K. LAWLEss. 


This woman, aged 47, states that she first noticed slight fulness and redness 
of the knees and elbows about four years ago. Since that time the affected areas 
have become deep reddish purple and the skin has become dry and thin. There 
has been a tendency for the lesions gradually to increase in size. 

The involved skin, as well as that over the uninvolved larger joints, shows 
marked telangiectasia. The lower extremities show an advanced grade of varicose 
veins, without ulceration. This condition appeared sixteen years ago following 
the patient’s fourth pregnancy. 

In an effort to find an etiologic factor various examinations have been made. 
A histamine test for patency of local circulation showed a reaction time of four 
minutes. The basal metabolic rate was found to be -+- 22.5. The blood count 
showed 4,410,000 erythrocytes and 6,300 leukocytes. The blood pressure was 
164 systolic and 102 diastolic. The urinalysis gave normal results. Biopsies have 
been made on lesions and healthy tissue. 

The use of extract of adrenal cortex caused a slight improvement in the cutane- 
ous condition. 
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AtryPICAL ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. Clark W. 
FINNERUD and Dr. Ratpw H. Scuw tt. 


This woman, aged 25, complains of a peculiar change in the skin of the hands 
and arms, associated with “pain in the bones.” The condition was first noted 
in the right hand in 1929, after a burn. 

There is a soft, red, diffuse, mild atrophy, more marked over the dorsa of 
the hands and involving to a less extent the forearms, arms and right side of 
the chest. Large and small veins stand out prominently in the atrophic skin, 
especially on the chest. An area which is presumably a scar from a burn may 
be noted on the upper part of the right arm. The lower extremities are not 
involved. 

DISCUSSION 


Dr. Davin LiesertTHAL: The unusual thing in these two cases is that the 
disease appeared when the patients were young. In the first case it started on 
the dorsa of the feet and gradually extended up the legs. In spite of the fact 
that it has lasted for sixteen years, the skin on the feet and lower parts of the 
legs is still infiltrated and hard. For these reasons I suggest for consideration 
the diagnosis of scleroderma. 

In Dr. Finnerud’s case I am also inclined to consider scleroderma as a 
differential diagnosis. 

Dr. T. K. Lawiess: Has any of the members used histamine in such cases? 
In a case that was much advanced the histamine test required six minutes. In 
another case (in an early stage) I think that the reaction required four minutes 
instead of the usual period of two minutes. 


PapuLAR Sarcoirp. Presented by Dr. A. W. STILLIANS. 


This trained nurse, aged 50, states that in May 1934 she noticed a papule on 
the left upper eyelid. On the following day similar papules appeared on the 
right upper and lower eyelids, and since that time other papules have appeared, 
a few at a time. When she was first seen, early in June 1934, there were twenty- 
five lesions. There were no subjective symptoms. Since that time about a dozen 
new papules have appeared. 

About both eyes, on the lids, below on the cheeks and at the external canthus 
papules varying from 2 to 7 mm. in diameter may be observed. Most of them 
are dome-shaped, but a few of the smaller ones are somewhat acuminate. The 
color has ranges from that of the normal skin to deep red, and recently it has 
changed to brown in some lesions. At the right external canthus is a deep red 
papule with a yellow top. Under the diascope a round yellow area with a red 
brown streak at one side of the border may be observed. 

Examination of the blood showed: erythrocytes, 3,990,000; hemoglobin, 65 per 
cent (Tallqvist) ; leukocytes, 7,450; polymorphonuclears, 68 per cent, and lympho- 
cytes, 32 per cent. The Kolmer, Wassermann and Kahn tests gave negative results. 
Roentgenograms of the chest showed no signs of active tuberculosis and no 
abnormality of the bones; those of the fingers revealed no abnormality. 

Treatment with arsenic in the form of pills has caused no regression, but no 
new papules have appeared in the past two weeks. 


DISCUSSION 


Dr. HAMILTON MONTGOMERY: This case brings up the question of whether 
the lesions are miliary sarcoid or lupus follicularis disseminatus. Both conditions 
are hematogenous forms of tuberculosis. Lupus follicularis disseminatus (tuber- 
culosis cutis follicularis disseminatus) usually shows definite caseation necrosis. 
In this case the histologic picture is that of pure epithelioid tubercles, namely, 
that of sarcoid 


Dr. CrarK W. FINNERUD: I was surprised to see such a classic histologic 
picture of sarcoid, and I think that the clinical picture can be made to fit in 
with it. I think that one should accept the diagnosis presented. 
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Dr. Ruspen NoMLanp: This condition is analogous clinically and micro- 
scopically to what has been called miliary sarcoid in Negroes. 


Juxta-ArTICULAR Noputes. Presented by Dr. S. W. Becker and Dr. M. E. 
OBERMAYER. 


This man, aged 30, was first seen in March 1931, with neurodermatitis of 
the fingers and neuronychia. This condition is designated by Heller as onycho- 
gryphosis due to eczema. He was presented before the Chicago Dermatological 
Society on March 20, 1931, at which time the consensus was fungous infection. 
Repeated studies, both microscopic and cultural, did not show fungi, and the con- 
dition yielded promptly to routine treatment for neurodermatitis. 

Six months later nodules developed on the fingers and elbows. The patient 
was not seen until July 1933, when a biopsy was made. 

The blood cholesterol at that time was 215 mg. per hundred cubic centimeters, 
which is definitely elevated, and the Kolmer and Kahn reactions of the blood 
serum, which had been negative when the patient was first seen two years pre- 
viously, were strongly positive. 

The patient disappeared from observation and was seen again a few days ago. 
There was no change in the clinical appearance of the nodular lesions. The 
Kolmer and Kahn reactions were both strongly positive. The urine was normal. 
A therapeutic test with a bismuth preparation was instituted. 

A microscopic section showed fibrosis. 


DISCUSSION 

Dr. CLARK W. FINNERUD: From the experience that my co-workers and I 
have had in one case, in view of the positive results of the examination of this 
patient’s blood I predict that the lesions will probably disappear under antisyphilitic 
therapy. The condition is probably of syphilitic origin. 

Dr. S. W. Becker: This is the second patient with clinical findings of this 
type whom we have observed. The first was presented at a meeting of this society, 
and I believe that at the time Dr. Weidman thought that the lesions belonged 
in the group of rheumatic nodules, which he regarded as being closely associated 
with erythema elevatum diutinum. The patient was a woman who also had 
hypercholesteremia. Her husband was syphilitic, but she had contracted the infec- 
tion long before her marriage, and examinations of her blood had never showed 
evidence of syphilis. Both the Kolmer and the Kahn reaction of the blood serum 
were negative when the patient was shown with the disease of the nails. As for 
the man who was presented today, I had not seen him for two years until he 
returned a few days ago. There has been no change in the lesions. 


TRICHOPHYTON VIOLACEUM INFECTION OF THE SCALP IN THREE BroTHERS. Pre- 
sented by Dr. JAMes H. MitcHett and Dr. RuseNn NoMLAND. 


These three American brothers of Italian parentage were seen by Dr. Ruben 
Nomland at the Central Free Dispensary in July 1934. Their ages were 3%, 6 
and 10 years, respectively. Dr. Nomland found the hairs to be filled with large 
spores, and there were a few mycelial threads outside the hair shafts. He recog- 
nized unusual clinical and microscopic pictures and referred the patients for 
further study. 

The youngest boy has large areas of partial alopecia with mild scaling and 
numerous black dots. Only with very fine pointed forceps is it possible to epilate 
any of the black dotted hairs. The 6 year old boy has one similar area on the 
right side of the crown. The 10 year old boy, however, has numerous areas of 
markedly pustular lesions scattered throughout the scalp. 

Microscopically the hairs were found to be completely filled with fairly large 
spores with segmented mycelia, running parallel with the shaft. Numerous tubes 
were inoculated, but only after weeks had elapsed, because of the pus and 
saprophytic organisms, was it possible to cultivate Trichophyton violaceum. 
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Cultures, clinical photographs and photomicrographs of the hairs and of the 
cultures are presented. 

Nore.—On Oct. 31, 1934, Dr. Nomland referred from the clinic an Italian 
girl, aged 2% years, with a large area of partial alopecia of the “black dot” type 
on the left of the crown. Brothers of the patient, aged 8 and 13 years, were not 
affected. The scalp had been infected since the patient was 1 year of age. Tr. 
violaceum were grown from the hairs. The two families were not acquainted 
with each other. 


ARTHROPATHIC Psoriasis. Presented by Dr. THEoporE CorNBLEET and Dr. 

Eart R. PAce. 

Mrs. H. T., aged 50, states that she did not have any eruption until seven 
weeks ago, when lesions developed on the shin areas. Shortly thereafter lesions 
appeared on the extensor surfaces of the forearms. Three or four weeks later 
the lesions rapidly spread to involve the entiie trunk, extremities and scalp, sparing 
only the face, palms and soles. During the past two weeks several joints have 
become painful and swollen. 

There is now a scaly, patchy eruption over the knees, elbows and legs, with 
patches that have coalesced into sheets. Over the backs of the hands and fingers 
are numerous, discrete, deeply set pustules the size of a pinhead. The fingers, 
hands and feet are swollen, and the wrists and finger joints are painful and tender. 

Biopsy revealed the characteristic histopathologic picture of psoriasis. 


DISCUSSION 

Dr. Upo J. Wire, Ann Arbor, Mich.: Another possibility in this case occurred 

to me because of a patient I have recently seen. From what appeared to be acute 
psoriasis there developed a fulminating form of granuloma fungoides. The French 
have described the so-called forme fruste of this disease, which in the beginning 
may simulate almost any eruption. This patient had lesions resembling those of 
psoriasis. On the other hand, the lesions on the thigh and flank appeared to be 


distinctly infiltrated, and while it is extremely unusual for granuloma fungoides 
to start so abruptly, I think that in view of the history of the previous eruption 
this diagnosis should be kept in mind as a possibility, along with that of psoriasis. 

Dr. M. H. Expert: This woman has been in the hospital only twenty-four 
hours. On first glance I was impressed by the resemblance of the condition to 
psoriasis, but on examining the hips I noticed the bright red infiltrated lesions 
which gave me the impression of erythema multiforme. In the light I had at that 
time I did not see the intradermal pustules on the hands; therefore, with the 
rather indefinite history that the patient had been taking some sort of “blood 
medicine” for several weeks before the onset of the trouble, I made a tentative 
diagnosis of toxic condition. Dr. Ormsby remarked that some of the lesions had 
a certain arciform arrangement which suggested mycosis fungoides. The pustules 
on the hands are exactly like those observed in the psoriasiform eruption which 
I reported. I think that this case will require further study and histologic inves- 
tigation before a definite diagnosis can be arrived at. 

Dr. THeopore CorNBLEET: I think that Dr. Wile’s suggestion is interesting, 
and I confess that the possibility did not occur to me. Many of the lesions are 
absolutely characteristic of psoriasis; they are not pruritic, and the histologic 
slide presented shows changes in the lesions which are characteristic of psoriasis. 
I think that for these reasons a diagnosis of psoriasis is much more likely to be 
correct than one of mycosis fungoides. Nevertheless mycosis fungoides remains 
a possibility to be ruled out only by future observation. 


LEISHMANIA Tropica. Presented by Dr. Harry M. Hence. 

This woman, aged 27, states that she was born in the Island of Crete, Greece, 
where she lived until eighteen months ago. She passed the quarantine when she 
arrived in the United States in April 1933, and five weeks later there developed 
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a papule on the under-surface of the right arm. This lesion progressed slowly 
until it reached its present size, about 17 mm. in diameter. No other nodule has 
developed. Aside from a mild pruritus there have been no subjective symptoms. 
The patient is married and has one child 10 months old. Neither the husband 
nor the daughter has thus far shown any lesions. The pregnancy was normal. 

During the past year the patient has not been quite up to her normal level of 
health, but she could designate no other symptoms than headaches occasionally, 
some pains in the joints and poor appetite. Physical examination gave negative 
results. A slight erosion of the cervix uteri and a small tear of the cervix 
resulting from the pregnancy and delivery were noted. 

The Wassermann and Kahn reactions were frankly negative. No acid-fast 
bacilli were found in the sputum. Examination of the blood showed: erythrocytes, 
3,920,000 ; leukocytes, 7,500; hemoglobin, 70 per cent. The number of mononuclear 
cells was increased. The urine was normal chemically and microscopically; its 
specific gravity was 1.027. 

The patient entered Dr. Hedge’s clinic at the Evanston Hospital on Sep- 
tember 21. At that time examination revealed a dry, scaling lesion 17 mm. in 
diameter and surrounded by an area of erythema on the under-surface of the 
upper part of the right arm. The patient stated that the lesion had been present 
for a little more than a year. The crust was removed and the center of the ulcer 
curetted. A smear made from the blood and stained with Wright’s stain revealed 
Leishmania tropica, and the same organism was found in preparations of the tissues. 
There were also many staphylococci in the blood smear. 


A Case For DtaGnosts (GRANULOMA PyoGENICUM? ANGIOMATOUS FIBROMA? 
BeNiGN Inrectious ANGIOMA? Kaposi’s SARCOMA?). Presented by Dr. 
S. W. Becker and Dr. M. E. OsBerMayer. 


This man, aged 49, states that he has had erythematous, elevated tumors on 
the chin for four or five years. They have been cauterized but have always 
recurred. Similar lesions appeared on the arm, toe and leg. Many were elevated, 
and some were pedunculated, presenting the typical clinical appearance of granuloma 
pyogenicum. Some were dusty, erythematous plaques showing little elevation. 

Nicolas, Létard, Massia and LeBeuf (Bull. soc. franc. de dermat. et syph. 
37:533, 1930; Zentralbl. f. Haut. u. Geschlechtskr. 35:384, 1930) reported the 
occurrence of similar tumors in the hindfeet of rabbits; in one instance a similar 
lesion appeared on a finger of one of the physicians who handled the animals. 
Material from this lesion produced similar lesions in other rabbits, and the lesions 
could be produced at will in succeeding rabbits. Histologically there were hyper- 
plasia of the connective tissue and an increase in the number of fusiform cells with 
large, often long, nuclei. Numerous blood vessels, lacunae and newly formed 
vessels were seen. Among these vessels was a rich infiltrate of mononuclear and 
plasma cells. The authors suggested the designation “infectious benign angioma.” 

The histologic picture of our patient’s lesions corresponds more to this descrip- 
tion than to the picture seen in typical granuloma pyogenicum. The multiple 
appearance of the lesions on the arm and toe and in the bearded region, with 
recurrence after treatment, suggests an infectious element. 

Portions of several lesions were removed, macerated in sterile saline solution 
and injected intradermally into the patient, into two other persons and into guinea- 
pigs and rabbits. In no instance was there any growth. 

The patient also has had vascular neurosyphilis and has recovered from 
hemiplegia due to that condition. 

Microscopic examination showed varying degrees of angiomatosis and fibrosis. 
Detailed study will form the basis of a further report. 


DISCUSSION 
Dr. H. R. Foerster: I believe that the clinical and histologic pictures favor 
a diagnosis of Kaposi’s hemorrhagic sarcoma. While involvement of the face may 











NI 
rs 
N 


SOCIETY TRANSACTIONS 


be atypical, I recall a proved case of Kaposi’s sarcoma in which there were 
numerous lesions on the face and upper extremities as well as on the usual site 
of predilection. 

Dr. Davip LiepertTHAL: I agree with the diagnosis of Kaposi’s sarcoma. The 
keratotic wartlike lesions on the chin are rather unusual, as in Kaposi’s sarcoma 
such lesions develop on the distal parts of the lower extremities in the later stages 
of the malady. The plaques on the legs are typical and correspond to the mani- 
festations in cases which I reported in the early part of this century, giving detailed 
description of the histologic changes. 

Dr. M. H. Esert: Were hemorrhages noted histologically ? 

Dr. HAMILTON MoNnTGOMERY: Pigment can readily be seen in the sections, 
and stains for iron should show that the pigment is hemosiderin. The histologic 
picture corresponds well to that of Kaposi’s sarcoma. Dr. Dorffel recently ( Histo- 
genesis of Multiple Idiopathic Hemorrhagic Sarcoma of Kaposi, Arc. DERMAT. 
& SypH. 26:608 [Oct.] 1932) called attention to lesions occurring on the face. 
There may be multiple superficial lesions before tumor nodules appear. 

Dr. James H. Mitcuett: In the patient whom I presented last January with 
lesions on the palm lesions which respond to radiotherapy have continued to 
develop from time to time. I shall try to show her again later on, when the 
clinical findings are more conclusive. 

Dr. Harry M. Hence: I have a patient with Kaposi’s sarcoma of the right 
foot whom I presented before this society at the annual meeting in January 1927. 
That patient is still alive and is able to work, but the leg has increased in length 
at least 1 inch (2.5 cm.) more than the other leg. I have been unable to obtain 
a roentgenogram of the bone to see whether the involvement was there. After 
considerable roentgen therapy the condition ceased to extend to larger areas, and 
it has given but little trouble in the last five years. 

Dr. S. W. Becker: This case is interesting because when Dr. Obermayer and 
I first saw the patient he had two or three lesions on the face which were clinically 
diagnosed as granuloma pyogenicum. The history was that these lesions were 
cauterized by his physician and did not reappear for some time. The histologic 
picture was not that of Kaposi’s sarcoma but merely that of telangiectatic lesions 
around the periphery with central fibrosis. The further developments, especially 
the plaques, I believe verify the diagnosis of Kaposi’s sarcoma, but the condition 
started. as unusual lesions in an unusual location. 


Prurico Noputaris. Presented by Dr. RuseN NoMLANpd and Dr. Davin V. 

OMENS. 

This man, aged 36, a shipping clerk, presents an eruption of four years’ dura- 
tion; the eruption is accompanied by pruritus. 

The extensor surfaces of the arms below the elbows and of the legs below 
the knees are involved by a discrete, nodular eruption. The lesions vary in size, 
and some have coalesced to form patches. The nodules present a rough surface, 
and some of them are covered with crusted blood as a result of scratching. 


MoniLta, ONYCHIA AND PARONYCHIA OF THE HANDS AND Feer. Presented by 
Dr. James H. MitcHetrt and Dr. Rusen NoMLanp. 


Mr. K. B., aged 61, was seen by Dr. Nomland at the Central Free Dispensary 
in July 1934, with marked onychia, paronychia and macerated intertriginous 
lesions of the toes. 

Dr. Nomland made a microscopic examination and found grouped spores and 
mycelia; he referred the patient for further study. 

All the nails were involved and presented the characteristic “bolster-like” 
paronychia described by MacLeod. There was no interdigital maceration of the 
fingers, but a marked degree of maceration of the toes was present. The fungi 
were easily demonstrated and cultured in the nails of the hands and feet and in 
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the macerated tissue of the interdigital surfaces of the feet. Lesions were also 
present in the groin and umbilicus. There was no sugar in the urine. 
Treatment had consisted of radiotherapy, various local applications and irradia- 
tion with ultraviolet rays from the mercury vapor arc in quartz. The nails of the 
hands and the skin about the toes are now greatly improved. 
Cultures, photographs and photomicrographs are presented. 


DISCUSSION 

Dr. M. H. Esert: All the patients I have seen with this disease have been 
females. I do not recall having seen the condition in a male patient before. 

Dr. Hamitton Montcomery: I am grateful to Dr. Mitchell for bringing 
his excellent cultures and pictures with his patient; the members do not often 
have an opportunity to see these cases so well worked up. 

Dr. James H. Mitcuett: MacLeod has made the point that in onychia caused 
by Monilia there is a “bolster-like” appearance of the paronychia which is char- 
acteristic. In my observations the involvement of the nail is secondary to this 
“bolster-like” paronychia. 





Max S. Wien, M.D., Secretary 
Regular Meeting, Nov. 21, 1934 


James H. Mitcue tt, M.D., President, Presiding 


ERYTHEMA MULTIFORME. Presented by Dr. J. FRANKLIN WAUGH. 


This woman, aged 20, a nurse, was first seen on July 9, 1933, when she stated 
that she had received an injection of typhoid vaccine three weeks before and a 
second injection one week after the first. This was followed within a few days 
by a rash typical of erythema multiforme which appeared over the arms and legs; 
there were also many lesions typical of herpes iris. In about six weeks the rash 
disappeared. 

In October 1934 the patient was vaccinated against smallpox and had a typical 
positive reaction. Three weeks after the vaccination a rash characteristic of 
erythema multiforme again developed. Only relics of this attack are visible now. 

As she has had only these two attacks, each occurring after administration 
of a vaccine, it seems possible that the vaccines were responsible. The fact that 
they were of different origin adds interest to the case. 


DISCUSSION 


Dr. O. H. Foerster, Milwaukee: I have seen erythema multiforme follow 
immediately after vaccination for smallpox. I understand that this patient was 
vaccinated three or four weeks before the attack. 

Dr. M. H. Expert: Dr. Waugh asked me to state that he thinks the case 
is interesting from the point of view of etiology, because the syndrome of erythema 
multiforme may be initiated from vaccines. The reaction in this patient appears 
to be due to typhoid vaccine, and Dr. Waugh thought that the explanation may 
apply to other cases as well. 

Dr. H. Rattner: Recently Dr. Pusey saw a physician who had an attack of 
erythema multiforme that occurred after he had accidentally vaccinated himself 
with smallpox vaccine. 

Dr. James H. Mitcuett: I wonder whether the reaction is a fixed eruption 
due to the two agents and whether these lesions occurred in the same place. I 
suggested to Dr. Waugh that he try another injection of typhoid vaccine, but 
he believes that the patient would not be willing to submit to that experiment. 
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A Case For Dracnosis. (Psortatic ExFro.iativeE DerMatTitis?). Presented by 
Dr. Max S. Wien and Dr. Minnie O. PERLSTEIN. 


This white girl, aged 20, states that three years ago she began having areas 
of redness and scaling behind the ears and over the face and that these eruptions 
were associated with marked pruritus. The eruption gradually extended so as 
to involve the entire body, and total alopecia of the scalp developed. At times 
the entire eruption involuted, but it recurred at intervals. The hair has been 
growing in again for about one year. 

During the past month the cutaneous condition has become greatly aggravated, 
especially over the legs, abdomen and breast and in the axillae. The subjective 
symptoms are mild. During the past four months a painless swelling of the right 
lower jaw developed; this has been slowly enlarging. There is no history of 
trauma. The general health has been good. 

Physically the patient is normal except for the cutaneous and oral condition. 
There is a generalized exfoliating dermatitis which involves the entire body and 
scalp but is most marked on the lower half of the trunk. Over the areas of 
greatest intensity, from the mammary region downward, especially in the axillary 
and inframammary regions, there is a diffuse dermatitis characterized by erythema, 
formation of crust, oozing and maceration. 

On the right lower jaw is a firm, olive-sized, painless mass, fixed deeply to 
the jaw bone. This lesion is attached to the lower right gum in the region of 
the first and second molars. At this site there is a dollar-sized, ragged, sloughing, 
nodular tumor, which has decreased in size during the past two weeks. 

The Wassermann reaction of the blood was negative. Examination of the blood 
showed, 3,450,000 erythrocytes and 8,150 leukocytes. The results of the differential 
count were nearly normal. The basal metabolism was + 18. Roentgenograms of 
the right jaw revealed no evidence of malignant changes. 

The report of the biopsy on the lesion of the jaw has not been made. Histologic 
examination of a section of the skin revealed moderate parakeratosis and a few 
small abscesses in the horny layer. The stratum granulosum was poorly developed. 
There was moderate acanthosis. The rete pegs were sharp in some places, but 
in the major part of the section they were blunt and showed evidence of fusion. 
The suprapapillary portion of the epithelium was atrophic. The papillary layer 
of the cutis was infiltrated with lymphocytes, mononuclear cells and a few poly- 
morphonuclear leukocytes; here and there an eosinophilic leukocyte could be seen. 


DISCUSSION 

Dr. CLark W. FINNERUD: I saw the sections but not the patient, and I think 
that the histologic picture is more like that of psoriasis than that seen in many 
cases in which the clinical manifestations are typical of psoriasis. 

Dr. M. H. Eserr: I saw this young woman when she first came into the 
hospital. At that time the large patches were more exudative than they are at 
present and there was more general scaling. The dermatitis was of the mixed 
type, and its presence on the flexor surfaces, around the umbilicus and in the 
groins made one suspect dermatitis seborrhoeica, on an infectious basis, but this 
did not explain the generalized scaling typical of pityriasis which the patient had. 
Today the picture is quite different. The histologic picture appears to fit in 
with that of psoriasis, and I think that it also conforms to that seen in some cases 
of seborrheic dermatitis. 

Dr. E. A. Ortver: Several patients with conditions of this type have been 
presented here at various times. The disorder has generally been diagnosed as 
generalized seborrheic dermatitis. I believe, however, that pemphigus may develop 
in this patient and that she should be carefully watched for signs of that disease. 

Dr. Rusen NoMLanp: I agree with Dr. Oliver that the appearance is more 
compatible with a mild type of pemphigus, similar to seborrheic dermatitis, than 
with anything else. 

Dr. James H. Mitcuett: I was struck by the pitting in the nail of the right 
thumb. The condition exhibited by this young woman reminds me of that shown 
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by a patient whom Dr. Ormsby and I saw many years ago. That patient had a 
disorder which started as seborrheic dermatitis and ended as psoriasis. 

Dr. Max S. WieN: When we first saw this patient she presented a picture 
of exfoliating dermatitis. There was marked vegetating dermatitis with consider- 
able exudation. There were no collapsed bullae or vesicles, and there were no 
signs that made us suspect the possibility of pemphigus. As we watched her 
and became aware that there was no history of ingestion of drugs, we felt that 
perhaps the eruption was an early stage of mycosis fungoides. When we studied 
the histologic section we were impressed by the picture which was apparently char- 
acteristic of psoriasis, and we found the histologic picture to be that of erythro- 
derma psoriaticum rather than that of an early stage of mycosis fungoides. 


Livepo ReticuLaris. Presented by Dr. Rusen NomMianp and Dr. Rarpn H. 

SCULL. 

This white woman, aged 34, states that the present condition was first noted 
about ten years ago, that it has been slowly progressive, that it began and has 
remained most pronounced on the legs and that it has always been aggravated 
during cold weather. Her general health has remained relatively good. 

There is a mottled, purplish, reticulated discoloration of the skin involving the 
distal portions of all the extremities and extending in some areas up to the buttocks 
and on to the arms as high as the clavicles. On exposure to cold the markings 
of the cutaneous vascular network stand out over a more extensive area and with 
much greater prominence. The extremities are cold to the touch, and the patient 
states that she suffers some discomfort when exposed to cold. 

Physical examination revealed little pertinent information, except the fact that 
an intracutaneous test with 0.05 cc. of 1: 1,000 old tuberculin produced a strongly 
positive reaction. 

Roentgenograms of the chest showed normal conditions. The Wassermann 
reaction was negative. 

Dr. M. H. Expert: I think that this is an early case of livedo reticularis. The 
pattern is determined by a preexisting cutis marmorata. In livedo reticularis, how- 
ever, there are organic changes in the deep vessels of the cutis. These changes 
are frequently caused by tuberculosis or syphilis. Syphilis seems to be well ruled 
out in this case. To be of value the biopsy must include the subcutaneous fat to 
the fascia. 

Dr. Uno J. Wire, Ann Arbor, Mich. Has this patient been exposed to heat in 
any way? The appearance of the arms resembles erythema ab igne, and the 
whole picture could be produced by undue exposure to heat. 

Dr. Ortver S. Ormssy: The condition seems to present the picture of inflam- 
matory livedo rather than that of a simple passive congestion that occurs in infants 
and children. The trunk is not usually involved in the ordinary type of livedo, but 
it is affected in the inflammatory type. The first cases of inflammatory livedo were 
recorded by Ehrmann as livedo racemosa, and they were due to syphilis. The 
next important group was described by Adamson in London, and these cases 
occurred in association with erythema induratum. Dr. Ebert has made.an important 
contribution on this subject in this country. I believe that this patient has an 
inflammatory livedo associated with tuberculosis. 

Dr. RuseEN NoMLAND: So far as we know this disorder is not due to exposure 
to heat. As a matter of fact, the patient is hypersensitive to cold. Dr. Scull says 
that he asked her whether the eruption might have resulted from standing in front 
of a stove and she said no. 


UrTICARIA PIGMENTOSA. Presented by Dr. Frepertck R. Scu™Mrpt. 

This boy, aged 16 months, presents brown spots on the skin. The mother 
states that the spots have been present since a few weeks after the child’s birth, 
that they have increased in number and that they have always been pruritic. 
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There are numerous oval and circular, reddish-brown macules and nodules 
from the size of a pea to that of a bean distributed over the skin of the trunk, 
neck and proximal portions of the extremities. When irritated the lesions become 
reddened, swollen and enlarged. 

DISCUSSION 


Dr. JAMES H. MitcHett: Does the child have a persistent thymus? Persis- 
tence of the thymus has often been reported in cases of urticaria pigmentosa. 


Dr. FrepertcK R. Scumuipt: So far as I know there is no such anomaly. 


GRANULOMA Funcomwes. Presented by Dr. Frepertck R. SCHMIDT. 


This man, aged 58, states that he has been troubled with a mildly pruritic 
eruption of the legs for five years. About nineteen months ago a severely pruritic 
eruption appeared on the legs, arms, face and scalp. There is no history of 
external irritation. He has been seen by several dermatologists, and some improve- 
ment has resulted from arsenical therapy. 

There are generalized reddening, thickening and scaling of the skin of the arms 
and legs. In some places there is weeping. Dry, scaling, sharply outlined areas 
on the face are scarcely noticeable at the present time. 

The blood count showed: erythrocytes, 4,760,000; leukocytes, 15,800, and hemo- 
globin, 85 per cent. The results of the differential count were: polymorphonuclear 
neutrophils, 79 per cent; lymphocytes, 16 per cent; eosinophils, 3 per cent, and 
monocytes, 2 per cent. 

Several sections of skin removed for examination showed slight hyperkeratosis 
and acanthosis of the epidermis. In some sections considerable flattening of the 
papillae and some edema of the epidermis and cutis were present. The papillary 
and subpapillary layers were vascular, and proliferations of reticular cells and 
loose infiltration of lymphocytes and eosinophilic leukocytes were noted about the 
blood vessels. 

DISCUSSION 

Dr. Uno J. Wire, Ann Arbor, Mich.: Is the condition diagnosed definitely as 
granuloma fungoides? There are lesions on the hands and fingers which at least 
suggest a possibility of pityriasis rubra pilaris. To be sure, the lesions on the 
thigh are indurated and resemble those of early mycosis fungoides, but I do not 
understand why the patient should have follicular lesions in the interdigital spaces. 
Certainly the eruption below the knees does not suggest mycosis fungoides. 

Dr. WILLIAM ALLEN Pusey: Dr. Wile expresses a good deal of my skepticism. 
[ should accept the diagnosis of mycosis fungoides only on histologic evidence in 
which I had great confidence. 

Dr. CLARK W. FINNeERuD: I did not see the patient, but one of the two sections 
has all the features typical of the premycotic stage of mycosis fungoides. The 
cellular infiltration containing a fair number of eosinophils is distinctly poly- 
morphous, and the acanthosis is of the psoriasiform type, the papillae extending 
practically to the horny layer. Here and there are little superficial pseudo-abscesses 
and pseudovesicles. From the evidence of the histologic specimen alone, early 
stages of mycosis fungoides would be my first diagnosis for Dr. Schmidt's case. 
The section of skin exhibiting dermatitis, which was demonstrated at the same 
time, suggests either a subacute inflammatory process of some sort or, possibly, 
dermatitis herpetiformis. 

Dr. FrepertcK R. Scumipt: I presented this patient because, in my opinion, 
when a patient has recurrent inflammatory lesions with considerable infiltration 
and demarcation something must be going on underneath the skin. This condition 
has been present for five years. I thought that the sections were suggestive of 
mycosis fungoides. Kyrle stated that the presence of a large number of eosinophilic 
cells, say as many as are present in the section under consideration, is strongly 
indicative of mycosis fungoides, and polymorphous cells are not present to that 
extent in eczema. 
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Prurico Noputaris. Presented by Dr. T. K. LAwtess. 


This woman, aged 56, presents a papular and nodular eruption which is espe- 
cially marked on the arms and legs. 

Her general health is good, but she is of a markedly nervous temperament. The 
serologic test and examination of the blood showed nothing abnormal. The 
histologic section, in addition to showing the usual features of prurigo nodularis, 
exhibited proliferative changes in the nerve structures. 


DISCUSSION 


Dr. Oxtver S. Ormssy: I think that this is a classic case. It corresponds 
almost exactly to the two cases reported by Schamberg and Hirschler, and their 
report was the second on this disease published in this country. My chief interest 
in this disease is that my colleague, the late Dr. Hyde, reported it under the name 
given today, but there are certain investigators who claim that it is not a disease 
per se but merely a nodular lichenification. I do not think it possible that the 
lesions in prurigo nodularis are produced entirely by the trauma resulting from 
scratching. The itching, which is severe, is confined entirely to the lesions, and 
there is no sign of lichenification between the lesions; the lesions rarely clear 
up, and when removed for histologic study they frequently recur in the same 
location. This does not occur in any form of lichenification with which I am 
familiar. 

Dr. WittrAM ALLEN Pusey: I wish to endorse what Dr. Ormsby said and 
the features he brought out. It seems to me that there is a remarkably sharp 
clinical entity in a case such as this. One was immediately struck by the resem- 
blance to the cases of multiple tumors with itching which Schamberg and Hirschler 
reported several years ago. I think that the choosing of the name prurigo nodularis 
is nearly a stroke of genius. 

Dr. S. W. Becker: I questioned this woman carefully, and she stated that the 
lesions were present for a long time before there was any itching at all; that fact 
is an argument against a neurogenic origin of the disorder. 

Dr. T. K. Lawtess: I think that the story elicited depends on who questions 
the patient. There was one patient at the hospital a few days ago who said she 
would rather die than face a certain student for, like a lawyer, he made her say 
things she did not believe. Like Dr. Ormsby, I have been of the opinion that a 
subcutaneous disorder was causing this condition, and for that reason my co-workers 
and I have done a good deal of work tracing nerve trunks and endings. The 
changes found explain the peculiar chronicity of the lesions. There is a definite 
change either in the nerve trunk or in the nerve ending. A nerve that is ordinarily 
of threadlike size is five or six times that size in the lesions. An attempt has 
been made to find out whether the greatest change occurs in the nerve ending 
or in the nerve trunk. 


Darter’s Disease. Presented by Dr. B. B. Beeson, 


This man, aged 25, states that his disorder is of one year’s duration. There are 
pinhead-sized, reddish papules, capped with adherent, grayish crusts, over the 
shoulders and along the region of the spinal column to that of the sacrum anteriorly ; 
posteriorly the eruption extended over the upper portion of the chest and the neck, 
above and inside of the ears and over the sternum. 


Darter’s Disease. Presented by Dr. B. B. Beeson. 

This man, aged 46, was presented before this society by Dr. Beeson at the 
meeting of Oct. 18, 1933 (Arcu. Dermat. & SypH. 29:481 [March] 1934). The 
lesions are now much improved. 

DISCUSSION 

Dr. WittramM ALLEN Pusey: I am quite willing to accept the diagnosis of 

Darier’s disease in both of these cases, but I think the members are getting rather 
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complacent in accepting cases as instances of Darier’s disease. ‘ihe conditions 
presented by these patients are not classic as to the intensity or extent of the 
eruption. To my mind this is extremely interesting, and it is also interesting 
that the diagnosis was accepted so easily. I felt the same way about the case 
of urticaria pigmentosa. So far as I know dermatology, Darier’s disease and 
urticaria pigmentosa are both rather rare conditions. It is interesting to see what 
great familiarity with such rare dermatoses now prevails. 

Dr. Upo J. Wire, Ann Arbor, Mich.: Not only do I agree with Dr. Pusey 
regarding the distribution of the lesions, but I wish to add that the color usually 
observed in Darier’s disease is lacking. Usually the lesions have a brown tint ; those 
of the patients presented are red. 

Dr. B. B. Beeson: In both cases typical evidence of the disease was revealed 
on histologic examination. 


TuBeRcULosis Cutis Luposa. Presented by Dr. M. H. Esert. 


This Negress, aged 40, presents a cutaneous eruption of two years’ duration, 
which started as a small spot between the scapulae and gradually increased in size. 
It has never been ulcerated. 

She was admitted to the Cook County Hospital in August 1934, at which time 
she was acutely ill and had a temperature of 104 F. She said that she had experi- 
enced malaise for the past two years, after an attack of pleurisy; she also com- 
plained of cough and night sweats of one year’s duration, of loss of weight during 
the past six months and of hoarseness of one month’s duration. She stated that 
on three occasions she spit up or vomited large amounts of blood. The acute 
condition was believed to be pneumonia, and it quickly subsided. She remained 
in the hospital, complaining of cough, weakness and dyspnea. 

Physical examination revealed hypertension, some cardiac hypertrophy and 
enlargement of the liver. Roentgenograms of the lungs showed no abnormalities 
except exaggerated shadows at the hili. Breathing was asthmatic, and coarse 
rales were heard throughout the lungs. The temperature was slightly elevated 
in the afternoon, but tubercle bacilli were never demonstrated in the sputum. The 
Wassermann reaction was negative. 

A definite medical diagnosis was not made. There was some inclination to 
explain the entire picture on the basis of syphilis. The hemoptysis was regarded 
as due to ruptured esophageal varices. The hoarseness was interpreted by the 
laryngologic department as being most likely due to syphilitic changes in the 
vocal cords. 

In the interscapular region there is an area the size of a man’s hand, with a 
serpiginous outline made up of a firm, raised, rolled border. When the patient 
was first seen, the center of the involved area was covered with an adherent scale, 
but since that time the application of a simple ointment has removed the scale, 
leaving an atrophic surface. About the ears are several discrete areas of the 
same character about as large as a finger-nail. 

Histologic examination of a biopsy specimen showed that the collagen in the 
upper third of the corium had been replaced by an infiltrate made up of small, 
rounded aggregates of epithelioid cells, large giant cells and a few lymphocytes. 
These groups were partially walled off by newly formed connective tissue cells. 
In some of the aggregates there was central necrosis. The interstitium contained 
small groups of lymphocytes and plasma cells. Similar isolated foci were found 
as deep as the lower third of the corium. The appendages of the skin had been 
destroyed in the involved area. 

The changes in the epidermis were secondary; they consisted of acanthosis, 
parakeratosis and, in some sections, erosion and crusting over small areas. 


DISCUSSION 
Dr. Witt1am ALLEN Pusey: This case is extremely interesting to me; I 


think that the condition is a manifestation of tuberculosis. It is a rare type of 
lesion as far as I know, but I recall having seen a similar eruption with a polycyclic 
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outline presented by a woman in about 1904, in the early days of roentgen therapy. 
That patient had a polycyclic lesion on the jaw; it was absolutely resistant to anti- 
syphilitic therapy. Afterward the structure of tuberculosis was demonstrated, and 
the patient got well after receiving roentgen therapy. In my case there was frank 
ulceration, but this case is the nearest to that which I have seen. 


Dr. M. E. OsermMayer: So far as I could make out in the lesions on the 
back, there is evidence of recurrence in the scars, a feature which is not found 
in late stages of syphilis, for syphilitic lesions do not recur in scars of previous 
lesions. 

Dr. T. K. Lawtess: I think that the condition may be lupus vulgaris 
erythematodes of Leloir. The lesions on the back are in the type of skin in which 
lichenification and marked pigmentation follow any irritation. I think the disease 
is lupus vulgaris erythematodes of Leloir or just the ordinary type of lupus 
vulgaris. 

Dr. RuBEN NoMLAND: I have been interested in these tuberculous eruptions in 
Negroes for a considerable time, and I believe that the reaction of the skin of 
Negroes to hematogenous tuberculosis is different from that of the skin of white 
persons. I noted the polycyclic area on the patient’s back, but she also has around 
the nostrils little papules not very different from those seen in what is called 
miliary sarcoid in Negroes. She also has some nodules on the back of the neck. 
I think the pathologic picture is like that exhibited by other Negro patients whose 
disease has been called sarcoid. I believe that this patient has a hematogenous 
tuberculous eruption the microscopic characteristics of which approach those of 
sarcoid and the nature of which is compatible with that of sarcoid on clinical 
grounds. 

Dr. CLARK W. FINNERUD: I saw the sections also. Dr. Nomland and I have 
argued repeatedly as to whether the disease is sarcoid or tuberculosis. It is true 
that in some cases of sarcoid the foreign body reaction is about as marked as 
that shown by this patient, but in one area I saw considerable necrosis in the 
center of the nests, and on questioning Dr. Ebert I found that he had seen the 
same type of change in a good many areas in the slides. That does not rule out 
the suggestion made by Dr. Lawless, which seems to be a good one, but I think that 
it rules out sarcoid and makes the diagnosis correct as presented. 


Dr. M. H. Expert: This case is particularly interesting from the clinical point 
of view. In the first place, the internists felt that an accurate diagnosis of the 
cutaneous lesions would determine the etiology of the systemic condition. They 
felt that the findings might be explained on a basis of either syphilis or tuberculosis. 
The cutaneous lesions are polycyclic; in two years they have covered an area the 
size of a man’s hand; they have never become ulcerated, and the border of the 
affected area is composed of hard, almost pearly nodules. The character of 
the scar seems to fit in poorly with a diagnosis of syphilis. The appearance of 
the eruption has changed owing to the application of a keratolytic ointment. 

When it was first seen the scar was rough and scaly and not at all like the 
cigaret-paper scar of syphilis. However, the rate of growth of the large lesion 
seemed too rapid for lupus vulgaris. The possibility that the disease was lupus 
erythematosus was suggested by the annular lesion on the heel, but I felt that the 
margin was too firm and rolled, though the presence of lesions in the ears was 
indicative of lupus erythematosus. The histologic findings proved of great help. 
One cannot be too confident about differentiating tertiary syphilis and tuberculosis 
on the basis of microscopic observations; however, in this case I feel that there 
is no doubt that the disease is tuberculosis. This is most likely a hematogenous 
tuberculosis. Whether it is lupus vulgaris or a modification of sarcoid which 
Dr. Nomland has described as occurring in Negroes I cannot settle at this moment. 
However, the histologic picture described by Boeck is not present in this case. 
Caseation is also present, and that argues against sarcoid. I have classified the 
condition tentatively as tuberculosis cutis luposa. 
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BLastomycosis (Sovirary Lesion ON THE Lert ARM WITH RECURRENCE AFTER 
PartraAL Cure. Presented by Dr. James H. MITCHELL. 


This seamstress, aged 50, presents a lesion of four months’ duration. The 
origin of the infection is undetermined. 

She was first seen on April 20, 1934. At that time she had an oval lesion, 
3 by 4 cm., on the outer surface of the lower part of the left arm. Numerous 
organisms were found in the pus. Inoculation of six tubes of Sabouraud’s agar 
resulted in positive cultures in all the tubes. The cultures on honey agar grew 
much more luxuriantly than those on maltose agar. 

The physical and laboratory examinations gave negative results. 

Treatment consisted of soaking the affected limb in surgical solution of 
chlorinated soda and of exposing it to the ultraviolet rays from a water-cooled 
quartz mercury vapor arc lamp. Oral administration of potassium iodide was 
begun but discontinued because of intolerance. By July 13, 1934, the lesion was 
apparently healed. 

When the patient returned from a sojourn in the country on Oct. 1, 1934, 
there was a recurrence at the lower pole. Organisms were numerous in the pus, 
and two tubes of honey agar gave luxuriant cultures. 

The original cultures, subcultures, clinical mycologic specimens and photo- 
micrographs are shown. 

DISCUSSION 

Dr. A. W. Stitt1ans: What treatment was used? 

Dr. James H. Mitcuett: The treatment was simple. The patient is abso- 
lutely intolerant to internal medication with iodides. I started local treatment with 
surgical solution of chlorinated soda to remove the crust and then used ultraviolet 
irradiation from a water-cooled quartz mercury vapor arc lamp with pressure; 
this caused a rather marked inflammatory reaction. The patient did so well on 
that treatment that it was continued until she left to spend the summer in the 
country. When she returned in October there was a recurrence at the lower 
pole. This recurrence is now well under control. 


DERMATITIS (SEBORRHEIC); PARONYCHIA; ALEUKEMIC MyeLosis. Presented by 
Dr. E. P. ZeIsLer. 

This man, a clerk in a drug store, states that for two years he has had an 
eruption on the face, scalp, fingers and axillae, for which he has received various 
types of treatment, including roentgen therapy. During the last two years he has 
lost 18 pounds (8.2 Kg.) in weight, and in the past month he has noticed a mass 
in the left upper quadrant of the abdomen. 

The blood count examination showed 2,430,000 erythrocytes and 6,200 leukocytes. 
The results of the differential count were: polymorphonuclear neutrophils, 65 per 
cent; eosinophils, 1 per cent; lymphocytes, 28 per cent, and monocytes, 6 per cent. 
The abdominal mass was identified as an enlarged spleen. The liver was also 
enlarged. A splenic puncture and puncture of the sternum were diagnosed as 
aleukemic myelosis. No Gaucher cells were seen. The chemical analysis of the 
blood showed the following values: sugar, 89 mg. per hundred cubic centimeters, 
nonprotein nitrogen, 25 mg.; cholesterol, 145 mg. The icteric index was 5; the 
van den Bergh test was negative. There were large areas of pigmentation about 
the ankles and crusted areas of seborrheic dermatitis on the chin and about the 
nose and scalp. Several nails showed lesions suggestive of a mycotic paronychia. 
Edema of the right leg had appeared after a thrombophlebitis six months ago. 
There was some generalized adenopathy. 


DISCUSSION 


Dr. Witt1rAM ALLEN Pusey: I think that the patient has two diseases 
which are probably independent. I see no reason to regard the cutaneous 
condition as having anything to do with the condition of the blood. I think 
that the patient is not immune to seborrheic dermatitis because he has leukemia. 
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Dr. E. A. Ottver: I think I was the first of the members to treat this patient. 
Several years ago I saw him with patches of seborrheic dermatitis on the legs, 
hands and face. Despite the most energetic treatment the lesions failed to get 
any better. On two occasions there was a considerable amount of sugar in the 
urine. I ascribed his inability to get well to that condition. 


Dr. S. W. Becker: The patient first visited the clinic in August 1933, when 
a diagnosis of seborrheic dermatitis and neurodermatitis was made. He had marked 
dermatitis about the feet in the regions which are now hyperpigmented. He 
appeared rather pale, and both the hemoglobin content and the number of erythro- 
cytes were low. The urine showed slight reduction of Benedict's solution on two 
occasions and a heavy trace of albumin and a moderate number of granular casts 
on a third occasion. The test for sugar tolerance showed that the tolerance was 
increased. The values for uric acid, creatinine and nonprotein nitrogen were 
normal. No cause could be found for the edema of the leg. The renal function, 
as estimated by the urea clearance method, was normal. 

He was last seen in October 1934 in the medical clinic, where a diagnosis of 
an abdominal tumor in the left hypochondrium was made. 


Dr. Max S. Wien: I saw this man about three years ago; at that time he 
had a marked seborrheic dermatitis in the pubic area and a hypostatic dermatitis 
about the ankles. 

Dr. E. P. Zetster: I think the patient has a “migratory” dermatitis. The 
sugar content of his blood is 89 mg. per hundred cubic centimeters, and he has 
no sugar in the urine. My feeling is that the splenic condition and the cutaneous 
condition are not related. 


Pityriasis LicHENOIDES ET VARIOLIFORMIS (AcUTA). Presented by Dr. F. E. 
SENEAR and Dr. H. Rattner. 


This white man, aged 33, comes from the University of Illinois. He presents 
an eruption of four weeks’ duration. The lesions are distributed symmetrically on 
the trunk and on the extremities; the face, palms, soles and oral mucous mem- 
brane are not affected. 

The eruption is polymorphous, consisting of lichenoid rounded papules, lesions 
with hemorrhagic crusting and deeply pigmented macules. When the patient was 
first seen, one week ago, a few vesicles were present. The lesions were discrete 
and inflammatory; a few were surrounded by a faint hyperemic zone. On the 
trunk many of the lesions were oval, with their long axes running parallel to the 
lines of cleavage of the skin. The patient states that the lesions appear in crops 
and that there have been no new crops since the first examination. There are no 
subjective symptoms and no adenopathy. 

General physical examination revealed no abnormality. The Wassermann and 
Kahn reactions of the blood were negative on two occasions. A tuberculin test 
was negative. The results of the urinalysis were normal. 

The patient had antisyphilitic treatment ten years ago, and repeated Wasser- 
mann tests of the blood made since then have been negative. He has not taken 
iodides or other drugs. 

DISCUSSION 


Dr. E. A. Ortver: I agree with the diagnosis. The condition is absolutely 
typical because of the vesicular eruption, the lichenoid papules, the hemorrhagic 
crusting and the ensuing scars. The disease simulates in many ways a maculo- 
papular syphilid and varicella. While it has been given several names since it 
was originally described, I am inclined to believe that the name parapsoriasis 
varioliformis, as suggested by Wise, is probably a better designation than pityriasis 
lichenoides et varioliformis acuta. I also wonder whether it was not a mistake 
for the original reporters to include the disease in the pityriasis lichenoides group, 
because in many respects it resembles a toxic erythema. 


Dr. F. E. Senear: I wish to support in part what Dr. Oliver said. In a 
recent issue of the Arcuives (Scholtz, Moses: Mucha-Habermann Syndrome, 
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Parapsoriasis Varioliformis, ArcH. Dermat. & Sypx. 30:631 [Nov.] 1934) Dr. 
Scholtz includes Dr. Oliver’s name and mine in the list of authors who have 
classed cases of this condition with the ordinary cases of parapsoriasis, but we 
distinctly stated (Senear, Francis E., and Oliver, Edward A.: Pityriasis Lichen- 
oides et Varioliformis Acuta [Habermann], Arcu. Dermat. & Sypu. 23:12 [Jan.] 
1931) that we did not feel that such a relationship could be established. How- 
ever, I am not quite as ready as Dr. Oliver to feel that the disease should not be 
included in that group. While in some cases there are lesions resembling those 
of pityriasis rosea, there are so many more lesions that are of the parapsoriasis 
type that the evidence is rather convincing. Likewise, in these cases the lesions 
of the lichenoid type present the typical scaling of the Juliusberg variety which 
is not evident clinically but is brought out readily by slightly scratching the surface 
of the lesion. Dr. Wile pointed this feature out to me several years ago, and I 
have seen it in every case since. The acuity of the process does not rule out 
the possibility of its being a form of parapsoriasis for, as Dr. Wise once remarked 
to me in discussing this disorder, it was probably equally difficult in earlier years 
to accept bullous lichen planus as a form of that chronic disorder. 


Lupus ErytHematosus (Supacute). Presented by Dr. F. E. Senear and Dr. 
Minnie O. PERLSTEIN. 


This woman, aged 42, presents an eruption of five months’ duration. A diffuse 
erythematous eruption which involves almost the entire face—being most marked 
over the cheeks and forehead—the exposed portions of the arms, the forearms, 
the dorsa of the hands and the neck and chest in a V-shaped configuration. The 
involved areas are infiltrated, and scattered throughout the affected areas are 
dilated follicles covered with an adherent white scale. Two months ago the finger- 
tips became similarly involved and there were burning and tingling of the hands. 

At the onset of the eruption in June 1934 the eyelids were swollen. There 
have been intermittent stiffness and pain in the joints, associated with weakness 
and a loss of about 30 pounds (13.6 Kg.) in weight. The patient does not recall 
having had any severe sunburn before the eruption, but she was exposed to the 
sun a great deal. 

Physical examination gave essentially negative results. No evidence of an active 
tubercular process could be detected. Results of examinations of the blood and 
urine were negative. The tonsils were enlarged and infected, and it was decided 
that they should be removed as soon as possible. 

Biopsy could not be made. 

DISCUSSION 


Dr. Max S. Wien: This patient was first seen at the Cook County Hospital 
in August 1934 with the picture of acute lupus erythematosus which came on after 
exposure to sunlight. 

Dr. M. H. Expert: Did the history state whether the prodromal symptoms 
were those of arthritis or neuritis? 

Dr. Max S. Wien: There were symptoms of arthritis, and the temperature 
was about 101 F. 

Dr. James H. Mitcuett: I was interested in talking with Dr. Perlstein about 
the white cell count, which was 8,000. In a patient whom I presented last year 
the white cell count has not been above 6,000 at any time. She has had remissions, 
but within the last few weeks there has been a flare-up with a definite recurrence 
which again is responding to calcium therapy. She has no fever now. Has any 
calcium been given to the patient presented today? 

Dr. Minnie O. Pertstern: No, she has taken iodoform and ferrous carbonate, 
and there has been marked improvement in the cutaneous condition. 


Dr. F. E. Senear: This is the third case of this type which we have seen 
in the last six or seven weeks, which is an unusual experience in the Research 
and Educational Hospital. !n two of the patients the condition has been definitely 
ot the subacute veriety. The other patient was a robust man in whom the picture 
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was more marked from the clinical standpoint. He was in the Research and Educa- 
tional Hospital for a time and went home, but my co-workers and I have kept 
in touch with him through his physician. In none of these cases has it been 
possible to determine the cause of the disease, but apparently it is running a safe, 
subacute course. 


Resutts oF Patcn Tests witH Gotp Soptum THiosuLpHate. Presented by 
Dr. Meyer R. LicHTENSTEIN (by invitation) and Dr..A. W. STILLIANs. 


This young woman with pulmonary tuberculosis (a patient at the Municipal 
Tuberculosis Sanitarium) received six intravenous injections of gold sodium 
thiosulphate; the largest dose was 0.25 Gm. An exfoliative dermatitis developed 
and lasted several months. The patch test with a 33 per cent ointment of gold 
sodium thiosulphate in wool fat U. S. P. gave a strongly positive vesicular reaction. 
The reaction to a patch test with the same strength of gold ammonium succinimide 
in adeps lanae was negative. Tests with watery solutions of gold sodium thio- 
sulphate and control tests with wool fat U. S. P. sodium thiosulphate, gold leaf 
and gold oxide also gave negative results. In over one hundred patients tested, 
all of whom had cutaneous rashes after treatment with the drug, the same results 
were obtained: The reactions were positive with gold sodium thiosulphate and 
negative with all the other substances. Some patients who were receiving treat- 
ment with the gold sodium salt gave positive reactions to patch tests before the 
appearance of the dermatitis. 

DISCUSSION 

Dr. M. E. OpermMayer: I am interested in this case because the gold com- 
pound used is the one with which my co-workers and I have been experimenting 
for the last four years. Ammonium gold succinimide was developed by Dr. M. S. 
Kharasch of the Department of Chemistry of the University of Chicago and has 
the following formula : 
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Its main advantage over gold and sodium thiosulphate seems to be its extremely 
low toxicity. We were able to give single doses of as much as several hundred 
milligrams with no reaction. We have treated a large number of patients (mainly 
patients with lupus erythematosus) with ammonium gold succinimide and have 
thus far had only one case of dermatitis. Even in this case the dermatitis could 
not be attributed with certainty to the gold compound. It is difficult to judge 
the therapeutic effect of the drug, since the majority of our patients with lupus 
erythematosus had received previous treatment with gold and sodium thiosulphate 
elsewhere without benefit. In the few cases of chronic discoid lupus erythematosus 
in which no treatment was given, however, the clinical improvement seems to be 
equal to that obtained by the use of gold and sodium thiosulphate. 

Dr. F. E. Senear: If I remember correctly, Dr. Lichtenstein said that the 
incidence of positive reactions in patients treated with gold and sodium thiosulphate 
was about 40 per cent and that cutaneous eruptions developed in about 25 per cent 
of the total number of cases. Was there any definite indication that a positive patch 
test was indicative of the probability of development of a cutaneous reaction? 


Dr. S. W. Becker: The drug which Dr. Obermayer said was used as a control 
on this patient did not produce the reaction. This patient has a dermal hyper- 
sensitiveness. The reaction to the patch test is characterized first of all by 
erythema, then by oozing and crusting. The picture produced was not that of a 
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typical reaction to a patch test; the eruption was largely made up of pustules. 
I wonder whether a scratch test has been made with this drug. I think it would 
be well to study the lesion histologically to determine whether it is a real 
erythematous reaction or whether it originates in the hair follicles or glands. 


Dr. James H. Mitcnett: Were positive reactions obtained from combining 
the gold compound with petrolatum, instead of with wool fat U. S. P.? It occurred 
to me that there was a possibility of a reaction between the gold sodium thiosulphate 
and wool fat U. S. P. which might not take place with other substances such 
as petrolatum. 

Dr. Meyer R. LicHTENSTEIN: In response to the query as to the reason why 
only one gold salt gives this reaction, it appears probable that the skin is sensitized 
to one form of gold ion, probably a monovalent form. When test substances are 
applied, the only substance which can cause a reaction is the one which supplies 
this form of gold ion. The succinimide preparation is too firmly bound to do 
this, hence it does not cause a reaction. 

Dr. JaMes H. MitcHett: Does the reaction occur with any other base than 
wool fat U. S. P.? 
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Rosacea-LIKE TuUBERCULID OF LEWANDOWSKY? Presented by Dr. Marion B. 
SULZBERGER for Dr. ADOLPH ROSTENBERG JR. 


J. P., a man aged 29, first came to the clinic of the New York Post-Graduate 
Medical School and Hospital on Dec. 31, 1931. At that time the right cheek 
presented a well defined violet-red area about 1.5 by 2 cm. which was covered 
with fine adherent scales. There were telangiectasia and a few crusted papules. 
A similar lesion covered most of the forehead. The patient stated that these 
lesions had been present for one and one-half years and that local therapy plus 
irradiation with 15 quarter-unit doses (75 roentgens) of roentgen rays had proved 
ineffectual. The past history is irrelevant except for the fact that six years 
ago the patient was operated on for an anal fistula. 

Quantitative intradermal injections of old tuberculin revealed a general hyper- 
sensitivity. A Moro test and a patch test with old tuberculin were posi- 
tive. The Moro reaction was particularly marked in the affected areas, 
a phenomenon characteristic for rosacea-like tuberculid of Lewandowsky. A 
biopsy specimen from the left temple was reported as not showing any tubercle 
formation, and the diagnosis is left open for discussion. A roentgenogram of 
the chest showed normal conditions. 

From January to June 1932 the patient received thirty-eight injections of gold 
sodium thiosulphate ranging from 20 to 50 mg. per dose. He also received three 
contact applications of ultraviolet rays from the water-cooled quartz mercury 
vapor arc lamp sufficient to cause blistering, and a few topical medicaments were 
applied during this time. 

He was discharged as practically cured in June 1932 and remained well until 
February 1934 when a few papular lesions on a diffusely bluish-red skin developed 
on the forehead. Reactions to tests with tuberculin at this time were the same 
as originally. The patient received nineteen additional injections of gold sodium 
thiosulphate of the same dosage plus local therapy. In September 1934 he was 
classed as unimproved. Some new lesions had developed, but these appeared to 
be ordinary pustular acne. Desensitization with tuberculin was started with a 
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dose of 0.1 cc. of 1: 1,000,000 dilution administered intradermally at intervals of 
about four days. He is now receiving 0.1 cc. of 1: 100,000 dilution. Dressings 
moistened with solution of sulphurated lime are being applied locally. There has 
been some improvement with this regimen. 


DISCUSSION 

Dr. Marion B. Sutzpercer: The case is interesting clinically. The diagnosis 
was made on the basis of resistance to the usual therapy for rosacea and the 
fact that the affected area showed a strongly positive reaction to the Moro test 
while normal areas showed a negative reaction. This patient was also seen by 
Professor Jadassohn, who concurred in the diagnosis of rosacea-like tuberculid 
of Lewandowsky. This condition has been rarely diagnosed in this country. The 
differential diagnosis between this and ordinary rosacea cannot always be made on 
clinical grounds, and sometimes it cannot be reached even after all available 
laboratory investigations have been resorted to. I shall not go further into the 
differential diagnosis, as Wile and also MacKee and I have written articles on 
this subject (Wile, Udo J., and Grauer, Franklin F.: Rosacea-Like Tuberculosis : 
Review of the Literature, with Report of Five Cases, Arcu. Dermat. & Sypu. 
31:174 [Feb.] 1935. MacKee, George M., and Sulzberger, Marion B.: Rosacea- 
Like Tuberculid of Lewandowsky, ibid. 31:159 [Feb.] 1935.) which deal more 
fully with the various aspects of this disease, including the differential diagnosis. 
| only wish to stress the point that this condition is in no way to be confused 
with lupus miliaris disseminatus. Patients with rosacea-like tuberculid are generally 
hypersensitive to tuberculin, while those with lupus miliaris faciei, as Peck and 
others have shown, usually show a negative reaction (positive anergy). 

Dr. L. Sprecer: I should like to know whether this type of tuberculid attacks 
the conjunctiva ? 

Dr. Marion B. Surzpercer: I cannot answer that question, but it has also 
occurred to me, and I think that it merits investigation. Some of the cases in 
which the eruption was called rosacea with conjunctival lesions may have been 
cases of rosacea-like tuberculid. Rosacea-like tuberculids usually react well to 
injections of gold preparations, and my co-workers and I have obtained successful 
results by means of desensitization with tuberculin. All the patients we have thus 
far treated in this way have been cured; the usual therapy for rosacea was of no 
avail. 


Biocn’s PIGMENTED EpPITHELIOMA UNDERGOING MALIGNANT CHANGE. Presented 
by Dr. Samuet M. PEcK. 


Mrs. B. B., aged 48, born in Russia, came to the clinic for cutaneous diseases 
of the Mount Sinai Hospital on Sept. 22, 1934. She presented on the left cheek a 
lesion which had been present for two years and which in the past two or three 
weeks had begun to increase in size and “draw.” She had also noticed a lesion on 
the right thigh; this had remained unchanged for many years. 

The lesion on the left cheek was a soft, brown papilloma, about 0.5 cm. in 
diameter. The upper portion was verrucous and covered with an adherent scale. 
The lesion roughly resembled congenital naevus pigmentosus. The lesion on the 
right thigh was slightly raised, circular, sharply defined and covered with a dull 
adherent scale. 

The lesion on the face was excised in toto, widely and deeply, the site being 
anesthetized with procaine hydrochloride. The lesion on the right thigh was 
treated similarly about one week later. 

The pathologic examination of the excised facial lesion revealed that prac- 
tically all of the tumor was above the level of the skin. The tumor itself was 
composed of strands and islands of elements like basal cells, many of which 
showed mitosis and a number of which resembled squamous cells. Many pearls 
could be seen. There was a rich amount of pigment in the cells all through the 
section. There was no tendency to invasion of the corium by tumor cells. The 
picture was that of early malignant change in a pigmented tumor of Bloch. 
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DISCUSSION 


Dr. C. Lerner: How does Dr. Peck differentiate between Bloch’s pigmented 
epithelioma and an intra-epidermal basal cell epithelioma? The slide suggests 
to me an intra-epidermal basal cell epithelioma. 

Dr. W. Sacus: I suggest the diagnosis of verrucous hyperkeratotic hyper- 
plastic epithelial nevus with pigment with beginning malignant changes of the 
prickle cell epithelioma type. 

Dr. SAMUEL M. Peck: In my opinion Bloch did not describe pigmented basal 
cell epitheliomas when he described his original cases of what is now known as 
pigmented epithelioma of Bloch. Although I have seen about twenty cases in my 
biopsy material, I have never seen the squamous cell type which he described. 
It is well known that the Bloch tumor is benign, and I think this may be the 
first instance in which malignant transformation has been described in such a 
tumor. A statement has been made that a basal cell carcinoma never metastasizes. 
When this occurs the metastases are either of the squamous cell type or more 
like a simple carcinoma. In such an event serial sections of the original tumor 
usually reveal a mixed type of carcinoma. 


MULTIPLE SUPERFICIAL BasaL Ce_t EpitHetioma. Presented by Dr. CHARLES 
PINES. 

J. C., aged 60, a printer, under the care of the department of dermatology of 
the Bellevue Hospital, presents a cutaneous condition which began about twenty- 
five years ago with a lesion on the chest. He received a course of roentgen 
treatment some years later; this cleared up the condition entirely. Later similar 
lesions developed on other parts of the body. Roentgen treatment was again 
instituted. He received the last treatment about four years ago. One of the 
lesions on the back ulcerated after roentgen treatment. It was subsequently 
covered with a skin graft. 

The lesions are distributed chiefly on the front and back of the trunk and on 
the right thigh and left leg. They vary in size from that of a split pea to that 
of a 25 cent piece. They are sharply demarcated, pinkish, smooth and shiny 
and have a slightly raised, somewhat pearly border. There is a similar lesion the 
size of a palm on the right flank, but that lesion shows many small crusts. Some 
of the lesions contain a fine, shiny, adherent scale, and one over the left hip shows a 
heaped-up rupial type of scale. Over the chest and lower part of the back there 
are large areas of roentgen ray dermatitis. 

The routine laboratory tests, including repeated Wassermann tests, were 
negative. 

The histologic examination corroborated the clinical diagnosis. 


DISCUSSION 


Dr. SamueL FetpMAN: Dr. Pines’ case is interesting. I have seen only one 
other patients, a physician, with lesions all over the body. Dr. Pines’ patient had 
roentgen treatments, which were followed by dermatitis. My patient was treated 
with carbon dioxide snow, and after an application which lasted only twenty 
seconds the area broke down, leaving a necrotic ulcer. The question is whether 
this type of epithelioma and the tissues in the region of the lesion are more 
inclined to break down than other forms of basal cell epithelioma. The patient 
presented here tonight has chronic roentgen ray dermatitis, and he states that he 
had received only a few roentgen treatments. 

Dr. P. Gross: What interested me most was one lesion on the left side of 
the trunk. There is no doubt that this patient shows typical superficial benign 
multiple epithelioma. This lesion seems to be malignant, as in the case described 
by Fordyce about 1925. A superficial epithelioma may undergo degeneration. I 
advise that this lesion be excised widely and a serial histologic examination made. 

Dr. W. Sacus: Basal cell epithelioma never degenerates into prickle cell 
epithelioma. 
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Dr. P. Gross: I cannot agree with the statement of Dr. Sachs. On the 
contrary, the original slides made by Dr. Fordyce and those from many other cases 
demonstrate that such a change has taken place occasionally. 

Dr. SAMUEL FELDMAN: A basal cell epithelioma never changes to a prickle 
cell epithelioma, but a prickle cell epithelioma may occur at the site of a basal 
cell epithelioma. This is probably brought about by long-standing irritation and 
ulceration. 

Dr. W. Sacus: Dr. Satenstein described Dr. Fordyce’s cases, and he stated 
that a basal cell epithelioma does not degenerate into a prickle cell tumor. 


Mutticentric EpIrHeLtioMa. Presented by Dr. THEovpore ROSENTHAL. 


S. S., aged 30, has always been in good health. About three years ago he 
noticed a small “mark” in the midsternal region; this grew slowly to the present 
size. 

The examination revealed in the midsternal region a superficial erythematous, 
slightly scaly papular lesion about the size of a 25 cent piece, with a faint, 
elevated pearly border. 

The present erythema about the lesion is due to treatment with 1,600 roentgens 
of unfiltered radiation, which the patient received on Oct. 16, 1934. The biopsy 
showed typical multicentric epithelioma. 


DISCUSSION 


Dr. W. Sacus: So-called multicentric epithelioma is not unusual. I have 
seen quite a few cases at the New York Post-Graduate Medical School and 
Hospital. 


EryYTHEMA NoposuM OF SEVERAL YEARS’ DuRATION. Presented by Dr. ApoLpH 
ROSTEN BERG. 


P. H., a housewife, aged 61, first presented herself at the clinic for cutaneous 
diseases of the Sydenham Hospital in March 1933, suffering from red, itchy and 
painful nodes on both lower limbs, which were much more pronounced on the left 
side. The past history was irrelevant except for the fact that several years before 
the appearance of the cutaneous trouble she had an accident which resulted in 
fracture of several metatarsal bones of the left foot. 

When she was first seen she presented several painful superficial cutaneous 
dusky red infiltrations of the size of a half dollar over the dorsal aspect of both 
legs, but more marked on the left side. The diagnosis of erythema nodosum was 
made, and the lesions practically disappeared in a few weeks under treatment with 
wet dressings and salicylates, leaving a slight brownish pigmentation. After a 
few weeks new lesions reappeared in the same location, and these healed with the 
same medication. The process has recurred repeatedly up to the present time. The 
patient emphatically states that she has never taken any drugs such as iodides or 
bromides. The examination of the heart and lungs showed no abnormalities, and 
there was no apparent sign of a focal infection. A roentgen examination of the 
chest, however, showed old calcified bronchial nodes. The Wassermann and Kahn 
tests of the blood were negative. There was a strongly positive reaction to the 
Mantoux test. 

DISCUSSION 


Dr. THeopore RosentHact: I had the opportunity to watch this patient for 
from three to four years, during which time she has had repeated exacerbations of 
the eruption. It is my impression that the disease is erythema nodosum because 
each attack has promptly responded to treatment with salicylates and there have 
been no cutaneous sequelae. 

Dr. L. Sprecet: I agree with the diagnosis as presented. 

Dr. D. Broom: In spite of the age of the patient, I should consider the 
diagnosis of erythema induratum. It is regrettable that the patient refuses to 
permit a biopsy. 
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Dr. SAMUEL FELpMAN: I am not at all convinced that the disease is erythema 
nodosum. Some of the lesions are quite deep, much more so than lesions of 
erythema nodosum. No final diagnosis should be made in this case without a 
biopsy. 

Dr. ApotpH RosTenserG: As a rule erythema nodosum disappears after a 
certain time, but in this case the process appears to be continuous. This casts 
doubt on the diagnosis of erythema nodosum. Other likely diagnoses have been 
considered and an eruption due to iodides and bromides can definitely be ruled out. 
The question of Bazin’s disease must, of course, be considered. 


A Case For Dracnosts (ULCERATIONS OF THE RicHtT HaNp). Presented by Dr. 
IsrporE M. LASHINSKY. 


H. S., a Russian Jew, aged 60, who had been unemployed for the last two 
years, was seen in the Morrisania City Hospital on Oct. 24, 1934, because of 
ulcerations on the back of the right hand. The patient stated that he has had 
this condition off and on for the last four months. No drugs have been ingested. 
It appears that the ulcerations began as bullae; these ruptured and then formed 
moderately deep ulcerative lesions which healed gradually. 

The patient is somewhat undernourished, though fairly well developed. He 
states that during the last four months he suffered from attacks of diarrhea (five 
or six stools a day). The appearance of the cutaneous lesions corresponded with 
the onset of the diarrhea. 

The patient presents on the mesiodorsal portion of the right hand and on the 
base of the ring finger of the same hand, three somewhat brownish ulcerations, 
from the size of a small to that of a large pea. Surrounding these ulcerations 
are bullae, some of which are beginning to rupture. 

There is a dime-sized grayish-white, slightly elevated patch on the left buccal 
mucosa near the angle of the mouth. There are also bluish-brown pigmentations 
from the size of a lentil to that of a pea, scattered on the mucosa of the mouth. 


DISCUSSION 


Dr. SAMUEL M. Peck: The lesions that this patient presents certainly suggest 
to me ulcers due to chromium. I should like to hear Dr. Schwartz’ opinion. 

Dr. L. Schwartz (by invitation): Clinically the ulcers certainly look as if 
they were due to a caustic, although the patient has never worked with any such 
substance. Ulcers caused by lime, arsenic, zinc, etc., all are characteristically 
hard to heal, as are the lesions in this case, and as a rule they must be curetted at 
the base before healing results. 

Dr. P. Gross: The patient states that this eruption is of two weeks’ duration. 
He also states that he had had identical eruptions before, but the clinical findings 
contradict that statement. Because of the absence of scars, I am inclined to diag- 
nose the lesions of the hand as herpes zoster gangrenosus. On the mucous mem- 
brane the patient exhibits white patches and some bluish-gray discoloration which 
in my opinion have no relation to the condition on the hands. 

Dr. Marion B. SutzBerGer: I cannot add anything to the remarks concerning 
the lesions on the hand. As far as the areas of pigmentation on the buccal mucosa 
are concerned, I should consider them the form of “freckling” found in a certain 
percentage of normal persons. Such areas of pigmentation are present particularly 
in brunette Caucasians, and they occur in a much higher percentage of members 
of the Negro and other dark-skinned races. 

Dr. D. Broom: The association of the cutaneous lesions with diarrhea of long 
standing should make one think of the diagnosis of gangrenous pyodermia. Bac- 
teriologic examination of the lesions and further observation of the patient may 
prove my contention. 

Dr. M. Umansky: The lesions on the mucous membrane of 4. mouth look 
like leukoplakia and seem to be due to irritation from a denture. 


Dr. Samuet FetpMAN: The possibility that the ulcers are due to chromium 
is strong. Two years ago I presented a patient with similar lesions before this 
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society. Many members thought that the lesions were due to malingering, but it 
was proved that they were due to chromium. At the patient’s first visit only 
bluish pigmentations were present in the mouth, but two days later a grayish 
patch appeared. I believe that the lesion in the mouth will turn out to be of the 
same type as the one on the hand. There is something more to this patch than 
an irritation from a denture. Whether there is a connection between the gray patch 
in the mouth and the lesions on the hands only time will tell. The discoloration 
does not appear to be due to phenolphthalein. The pigmented patches are dis- 
tributed in a way that suggests the normal areas of pigmentation which occasionally 
occur in the mouth. 

Dr. C. GREENHOUSE: I suggest the diagnosis of syringomyelia. I roughly 
tested the patient for the sensations of pain and heat and found them to be decidedly 
diminished. I believe that he probably came in contact with some chemical which 
caused these ulcerations without his being aware of pain. A careful neurologic 
study may indicate the diagnosis. 

Dr. Istpore M. Lasuinsky: I brought out in the history that the man fre- 
quently suffers from diarrhea and that during such attacks the lesions become 
aggravated. Whether there is any connection between the two disorders I cannot 
state. 


DIssEMINATED Lupus EryTHEMATOSUS FOLLOWING SUNBURN. Presented by 
Dr. Louts CHARGIN. 


W. K., aged 37, a chauffeur, had an attack of “influenza” about ten weeks ago 
and was advised to expose himself to the sunlight. He did this and suffered a 
severe sunburn in the areas that are now affected. Before there was opportunity 
for the burn to clear entirely, the patient resumed the exposures, with the result that 
the process was reactivated. At that time, Aug. 2, 1934, he was first seen by me. 

Examination at that time showed a subacute type of lupus erythematosus with 
redness and some scaling. The eruption was most marked on the exposed parts 
of the face, upper region of the chest, outer parts of the arms and lips, but there were 
definite lesions on the palmar aspect of the fingers. The general condition was good. 

The process has since gradually improved. There is less redness, and the 
scaling has almost disappeared. No atrophy is evident. 


DISCUSSION 


Dr. Louis CuHarcin: The chief reason for presenting this patient is to stress 
the frequency with which lupus erythematosus is precipitated by sunburn. Three 
cases recently observed at the Mount Sinai Hospital all began after sunburn. 


Dr. C. Worr: I have used roentgen rays in lupus erythematosus and have 
obtained gratifying therapeutic results. 

Dr. P. Gross: I am opposed to the use of sunlight in lupus erythematosus, 
particularly in a type that is not fixed. On the other hand, in the chronic type, 
the Finsen lamp has been used with excellent results. As far as roentgen rays are 
concerned, one has to be careful, since once in a while lupus erythematosus develops 
at the site exposed to roentgen radiation. 

Dr. C. Lerner: Personally, I do not approve of the use of roentgen rays for 
any acute dermatosis. Some years ago my co-workers and I tried fractional doses 
of roentgen rays on this type of lupus erythematosus at the old Vanderbilt Clinic, 
but we did not have any success. 

Dr. Louts CHarcin: The type of lupus erythematosus under discussion is not 
the type suitable for roentgen therapy. 

Dr. SAMUEL FELDMAN: Disseminated lupus erythematosus, in my opinion, 
is not lupus erythematosus at all. Microscopically it does not show the features of 
lupus erythematosus, and clinically it does not behave like lupus erythematosus of 
the fixed variety. It is apparently a different entity, and it is quite possible that 
it may be benefited by roentgen rays. 
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Dr. J. ScHweic (by invitation): I have seen a number of patients with lupus 
erythematosus treated at the tuberculosis institute in Vienna. There is a difference 
between exposure to sunlight and exposure to ultraviolet radiation. The water- 
cooled quartz mercury vapor arc lamp with pressure was used as a routine. Treat- 
ment was stopped only when dissemination began. After several treatments there 
was, as a rule, a beneficial response. The treatment terminated with ultraviolet 
irradiation. The patients were warned not to expose themselves to natural sunlight. 

Dr. Lours Cuarcin: It is of interest to point out that in previous years the 
patient who is presented has been exposed to sunlight and has undergone tanning 
of the skin, but this year following a severe sunburn the lupus erythematosus 
developed. 


ULcerRATED Tumors oF Mycosis FuNGomes RESEMBLING GUMMAS. Presented by 
Dr. Louts CHARGIN. 


C. McF., a man, aged 57, unemployed, had an initial lesion on the genitalia 
thirty-four years ago; it lasted from four to five weeks. No diagnosis was made 
at the time, and the patient received no treatment then. He was married two 
years later. Thirteen years after her marriage his wife noted a lesion on her nose; 
this was diagnosed as syphilis. At this time the patient had a Wassermann reaction 
of 4 plus. He received intramuscular injections of an unknown medicament for 
one year and then received no further treatment until one year ago. At this time 
there developed several masses, which ulcerated. They were scattered all over the 
body and increased in size and number so that when the patient was seen at the 
clinic about three months ago he presented about fifty tumors. During the past 
year he received elsewhere about fifteen injections of neoarsphenamine and forty 
of a bismuth preparation, but this treatment did not in the least affect the lesions. 

The examination three months ago showed many tumors varying in size from 
that of a cherry to that of a small egg. They were red, globular and firm to the 
touch. Many of the tumors showed a central ulceration which gave the impression 
of gummas. The ulcerations, however, differed from gummas in that they were 
centrally situated, leaving a broad border of infiltrated tissue. In addition, the 
patient presented several rather superficial infiltrations of the type seen in mycosis 
fungoides. He has received treatment with roentgen rays and all the lesions 
that have been treated have improved markedly while the untreated ones have 
undergone no change. 

The Wassermann reaction of the blood was 4 plus ; the examination of the blood 
showed: hemoglobin, 95 per cent; white cells, 10,500; red cells, 5,740,000; poly- 
morphonuclears, 52 per cent; lymphocytes, 37 per cent; monocytes, 7 per cent; 
eosinophils, 3 per cent, and basophils, 1 per cent. 

The biopsy revealed a typical picture of mycosis fungoides. The changes in 
the epidermis were interesting but purely secondary. Formation of vesicles and 
edema in an acanthotic epidermis were evident. The characteristic changes were 
in the cutis, especially in the upper and middle layers, where there was a dense 
infiltrate of large pale cells with foamy cytoplasm in addition to lymphocytes, 
polymorphonuclear cells and a few plasma cells. There was some tendency to 
necrotic degeneration in several parts of the sections. There were few eosinophils. 


DISCUSSION 

Dr. THEoporE Ros—ENTHAL: I saw the patient originally with Dr. Chargin, 
and as in my opinion the tumors looked like typical lesions of tertiary syphilis I 
recommended antisyphilitic treatment. It certainly showed courage on the part 
of Dr. Chargin to make a diagnosis of mycosis fungoides. 

Dr. W. Sacus: How often has any of the members seen intra-epidermal 
vesicles containing eosinophils in mycosis fungoides ? 

Dr. V. A. Cornett: What effect did the antisyphilitic treatment have on the 
serologic reactions ? 

Dr. H. B. Fetter: Roentgen therapy cleared up the lesions rapidly. The fact, 
as brought out, that the ulcerations are located along the edge or in the middle 
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of the tumor instead of occupying the whole infiltrated mass as in a gumma is 
a good differential point. 

Dr. Marton B. Sutzpercer: Could the underlying syphilis be a factor in 
the production of gumma-like lesions in this case of mycosis fungoides? 

Dr. P. Gross: I cannot see how one could make any diagnosis other than 
mycosis fungoides. 

Dr. ApotpH RostenserG: As the cause of mycosis fungoides is obscure, the 
association with syphilis is of interest. Is the association only a coincidence, or 
is there a relationship between the two diseases? Has this combination been 
observed before? 

Dr. CHartes WorF: The lesions which were exposed to roentgen therapy 
disappeared promptly. 

Dr. Samuet M. Peck: When the biopsy was made the clinical picture was 
not like it is this evening. There were scattered ringed lesions as well as ulcera- 
tions which resembled those of tertiary syphilis. 

Dr. H. Strver: When this patient was seen for the first time the diagnosis 
was not so easy. The picture reminded one of tertiary syphilis, and even today 
if some of the lesions were carefully examined they would suggest that diagnosis. 
However, the rapid response to the roentgen treatment and the results of the 
biopsy support the presenter’s diagnosis. 

Dr. Louis Cuarcin: Although at first glance the diagnosis of tertiary syphilis 
suggested itself, the peculiar location of the ulcerations, the bizarre figures and 
the failure to respond to antisyphilitic therapy suggested the diagnosis of mycosis 
fungoides. 


LicHeNn Spinutosus. Presented by Dr. Istpore M. LASHINSKY. 


G. B., a Jewish girl aged 5 years, born in the United States, was seen at the 
Morrisania City Hospital on Oct. 8, 1934, because of an eruption on the arms 
and legs. 

Her mother states that this condition has existed for five months. The eruption 
is symmetrically distributed on both elbows and immediately below the knees. 
Each group consists of cone-shaped, follicular spinous elevations, slightly red and 
not pruriginous. The lesions are not associated with any inflammatory changes. 
The previous history is irrelevant. 

The biopsy showed a moderate amount of hyperkeratosis. Below the epidermis 
there was a mild inflammatory reaction in the papillary bodies. The follicles 
were dilated. 


LicHEN SPINULOSUS. Presented by Dr. CHARLES WOLF. 


A. R., 3% years of age, has had an eruption on the anterior aspects of both 
legs for two years. 

This eruption has spread, slowly involving the middle third of the legs; there 
is also a patch on the lower part of the outer aspect of the left thigh. 

The discrete eruption consists of conical, hyperkeratotic papules the size of a 
pinhead. An erythematous areola is present around the periphery. In passing 
the hand over the skin, a nutmeg grater-like sensation is obtained. Since treat- 
ment has been given, some improvement has occurred. The skin of the rest of 
the body is perfectly smooth and soft. 

The histologic examination was inconclusive. 


DISCUSSION 


Dr. W. Sacus: The description fits in with the picture of keratosis pilaris 
rather than with that of lichen spinulosus. 

Dr. Samuet M. Peck: Lichen spinulosus is not a clinical entity. It is an 
allergic manifestation which may be associated with fungous infections or with 
eruptions due to drugs. 
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Dr. H. Strver: Crocker’s conception that lichen spinulosus is a clinical entity 
must be changed in view of recent studies. The difference between acquired 
keratosis pilaris and lichen spinulosus is only in the amount of hyperkeratosis. 
Lichen spinulosus is an eccentric keratosis pilaris. 

Dr. W. Sacus: Lichen spinuiosus is as good a diagnosis as lichen planus. 
The inflammatory process differentiates lichen spinulosus from keratosis pilaris. 

Dr. H. Strver: An inflammatory reaction is not an essential factor in lichen 
spinulosus. Cases with and without inflammatory changes have been reported. 

Dr. SaMueL M. Peck: Dr. Sachs’ statement must be confirmed. It cannot 
be said that the condition presented by this patient is lichen spinulosus and not 
keratosis pilaris. 

Dr. C. GREENHOUSE: I agree with Dr. Peck that lichen spinulosus presents 
a definite microscopic picture. Not only is there an anomaly in the production 
of keratin within the follicle or in the opening of the sweat ducts or, often, one 
unrelated to either of these two structures, but the sebaceous glands are atrophic 
or absent. I feel that this case is one of keratosis pilaris. 

Dr. CHARLES Wor: Lichen spinulosus is a rare disease, and not many cases 
of it are reported. Crocker and also Devergie have described the disease as 
an entity. 

Dr. IstporE M. LAsuinsky: The pathologic changes in my case show an 
unusual feature. In addition to hyperkeratosis there is a dilatation of the follicles, 
with little inflammatory reaction. It is not certain that the disease is lichen 
spinulosus ; it may be a nevus of the type of lichen spinulosus. 


CHRONIC PyopeRMIA OF THE LEG WITH SECONDARY OSTEITIS OF THE TIBIA. Pre- 
sented by Dr. ArTHUR SAYER. 


This schoolboy, aged 16, presented himself at the clinic for cutaneous diseases 
of the Mount Sinai Hospital on Sept. 28, 1934, on account of multiple ulcerations 
of the left leg which he said had been present for about one year. 

There are about half a dozen ulcerating areas, some with hypertrophic granula- 
tions, varying from 3 to 4 cm. in diameter. The lesions exude a seropurulent 
discharge, and there is a tendency to epithelization around the edges. The leg 
is moderately swollen and is painful and tender. On the right leg there are 
scattered scars, each about 2.5 cm. in diameter. These scars are said to be the 
sites of former ulcerations which have healed. 

The patient states that he has taken no drugs. He has been especially ques- 
tioned about the taking of tonics or sedatives, to eliminate the possibility 
of the ingestion of bromides or iodides. Examination of the urine showed it to be 
normal. The blood count showed: red cells, 4,500,000,i hemoglobn, 92 per cent, 
and white cells, 8,200, of which 63 per cent were polymorphonuclears and 37 per 
cent lymphocytes. 

Several roentgenograms of the left leg have been taken. They showed a marked 
thickening of the cortex of the middle shaft of the tibia anteriorly. The process 
appears to consist chiefly of osteitis and periosteitis. It does not involve the 
medulla. There is marked swelling of the soft tissues. 


DISCUSSION 

Dr. H. Kem (by invitation): The lesions on the legs are healing rapidly. 
The fact that osteitis or periosteitis occurs in connection with an overlying lesion 
does not necessarily imply that that lesion is syphilis. 

Dr. P. Gross: This patient shows definite osteitis, and the lesions can easily 
be classified as dermatitis vegetans. 

Dr. ArtHUR SAYER: I have considered a diagnosis of dermatitis artefacta and 
discarded it. I believe that the underlying cause for the persistence of the lesions 
is osteitis and periosteitis of the tibia. 
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EXTENSIVE DEPIGMENTATION. Presented by Dr. Irvinc R. BANCROFT. 


F. C., a Negro aged 37, states that his mother is a Negress but has some 
Indian blood. His father is white. The patient was moderately black until he 
was 18 years old, at which time he began to lose the pigment of the skin. At 
the age of 22 he was almost entirely white. Now when he is exposed to the 
sunlight pigmented spots develop. Physical examination gave normal results except 
for the depigmentation involving practically nine tenths of the body. The history 
is irrelevant. No biopsy had been made. 


DISCUSSION 

Dr. E. D. Lovejoy: This patient reminds me of one whom Dr. Schamberg 
presented several years ago who was completely depigmented except for some 
conspicuous spots on the cheeks which he wished removed. Although many 
methods were tried, it was impossible to remove the spots. 

Dr. Kenpat Frost: It is interesting to see persons with universal vitiligo. 
The last ones I saw were in a circus side-show, but the depigmentation was not 
as extensive as that shown by this patient. 

Dr. C. R. Hattoran: This case seems to support the theory that mixed 
blood is an etiologic factor. 

Dr. H. C. L. Linpsay: Vitiligo is more common in hot than in cold countries. 


GRANULOMA ANNULARE. Presented by Dr. SAut S. Rosinson. 


W. L. W., a woman aged 26, states that there is no history of a tuberculous 
infection in the family. The disorder began two years ago with a lesion the size 
of a dime. This has gradually increased to its present size. No subjective symp- 
toms are present. Examination shows on the extensor surface of the right elbow 
a well defined, oval annular, papular lesion about 6 cm. in diameter. The center 
of the lesion is practically clear. The papules are firm, elevated and yellowish 
white. 

DISCUSSION 

Dr. Sau S. Ropinson: The patient states that originally the lesion was the 
size of a dime and that it gradually enlarged to its present size. It was treated 
with acid with no benefit. I intend to make a biopsy to confirm the diagnosis. 

Dr. C. R. HALtoran: A biopsy specimen should be taken for microscopic 
study. A fixed eruption due to phenolphthalein has to be ruled out. Syphilis 
must also be excluded. 

Dr. THomas Nisspet: Has a Wassermann test been made? 

Dr. Saut S. Rosrnson: No, but the patient states that one was made some- 
where else six months ago and was negative. 

Dr. H. C. L. Linpsay: One part of the margin does not flatten out under 
pressure with the diascope. The color remains, and I am sure that the lesion is 
tuberculous. 


MELANOMA. Presented by Netson PAaut ANDERSON. 


H. M., a nurse aged 22, has had a mole on the left cheek since birth. This 
was treated with an electric needle three and a half years ago. The patient states 
that the lesion was brown before treatment. Examination shows a lesion the 
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size of a split pea at from % to % inch (1 to 2 cm.) from the outer canthus of 
the left eye. The lesion is brownish and contains a few hairs; a small coal-black 
pigmented area is also present. 

DISCUSSION 


Dr. SamMuet Ayres Jr.: I think that the lesion is a melanoma and is potentially 
malignant. It may not be malignant at present, but in view of the history I am 
convinced that it should be removed. My advice is that it be excised widely and 
deeply with the endothermy knife and that the site be anesthetized with procaine 
hydrochloride. 

Dr. Netson Paut ANnperson: The head nurse at the clinic for cutaneous 
diseases of the White Memorial Hospital has seen this patient over a period of 
several months and has the distinct impression that the lesion is growing. I 
believe that lesions of this type, particularly when they have been tampered with 
as this one has been, should be radically removed at the slightest sign of activity. 
This mole was apparently brown at the start, and therefore I do not think that 
any criticism attaches to the physician who treated it by electrodesiccation. I 
know of no features of brown moles which would prohibit their being treated 
with trichloracetic acid, carbon dioxide snow or electrodesiccation. I believe that 
the present lesion should be excised widely and deeply. 

Dr. SAMUEL Ayres Jr.: It is rather unusual for a brown mole to turn black, 
but I recall that such a change occurred in two other cases which I have observed 
recently. One patient had a large brown mole with a coal-black center on the 
face. I also have a patient who has on the eyebrows a brown seborrheic keratosis 
with a central pea-sized coal-black melanotic element. I have not seen many such 
moles, and I should like to know if any of the members have seen nevi of that type. 


Dr. H. C. L. Linpsay: This patient’s lesion shows a leukodermic region. The 
center is black, but the surréunding areola is white. 


Dr. C. R. HAttoran: The discoloration of the immediately surrounding skin 
impressed me as being a result of former treatment. 


Dr. Netson Paut ANpbERSON: The central pigmented papule in leukoderma 
acquisatum centrifigum (Sutton) contains true nevus cells, according to a recent 
article in the Dermatologische Wochenschrift. 


PosstsLE Earty XERODERMA PIGMENTOSUM. Presented by Dk. NELSON PAuL 
ANDERSON. 


This man, an American aged 42, is married and works as a telephone insulator. 
He has had warts on the forearms and legs most of his life. He is fond of swim- 
ming and has been at the beach a great deal. His body has never been free from 
pigment at any time. He thinks that the warty lesions began as small pinhead- 
sized flat yellowish spots and gradually increased in size. 

When the patient was first seen on July 2, 1934, he presented brown pigmented 
macular lesions on the shoulders, chest and extensor surfaces of the upper and 
lower extremities, that is, on practically all the areas not covered by the bathing 
suit. The size and shape of the pigmented macules varied, and the color ranged 
from a light to a reddish brown. There was a nutmeg grater roughness to some 
areas of the skin, and at the places at which that roughness was felt there were 
many elevated, scaly, rough lesions varying in size from that of a pinhead to that 
of a pea. None of the keratotic areas had a malignant appearance. The largest 
lesion was on the left clavicle; it was pea-sized, elevated and verrucous. Ail 
the laboratory tests were negative including a test for arsenic in the urine. 

Specimens of skin for biopsy were removed from the left clavicle and from 
the calf of the right leg. Sections from both specimens showed marked hyper- 
keratosis, more noticeable over the central portion than over the outer margins 
of the area. The epidermis circumscribing the lesion and, to a less extent, that 
covering the involved area, was thinned and somewhat atrophic in appearance. 
On the outer margins the cutis and epidermis showed a relatively flat line of 
union; over the central portion there were some proliferation and prolongation 








770 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of the rete pegs. The basal layer showed pigmentation, which was less conspicuous 
under the keratctic areas. There was some edema of the papillary bodies. The 
vessels in the cutis and subcutis were dilated and partly filled with red blood cells. 
None of the sections studied revealed evidence of malignant involvement at this 
time. 

While the process is not typical of a specific atrophy of the skin, the picture 
seems to be more suggestive of senile keratosis. A few of the observations suggest 
the possibility of xeroderma pigmentosum. 


DISCUSSION 


Dr. W. H. GorckerMAN: I think that this patient presents sensitization to 
light with cutaneous characteristics not definite at this time but suggestive of 
xeroderma pigmentosum. He has been exposed to the sunlight for many years, 
and the pigmented spots, now present in large numbers, manifested themselves 
early in life. The general roughening of the skin in certain areas and the hyper- 
keratotic patches further corroborate this impression. The fundamental changes 
underlying xeroderma pigmentosum are evidently not uncommonly present in 
abortive states. While the patient is hypersensitive to light and shows definite 
gross changes in the skin, the typical picture of xeroderma pigmentosum may 
never appear. I believe that the patient belongs to the group with such borderline 
conditions, and I am inclined to think that as time goes on if he persists in 
exposing himself to the sunlight the cutaneous changes will become more marked. 

Dr. C. R. HALttoran: Was a biopsy made? 

Dr. Netson Paut ANpeRSON: A biopsy has been made. Nothing definite 
was shown on the slides, although the findings are suggestive of xeroderma 
pigmentosum. 

Dr. C. R. HALLorAN: Was the case investigated as to a history of ingestion 
of arsenic? 


Dr. SaMuEL Ayres Jr.: At first the patient said that he did not remember 
having had any contact with arsenic; later he stated that ten years ago he worked 
with telephone cables in which there was considerable arsenic; but in view of the 
fact that this condition started in childhood, I hardly think that arsenic is a factor. 


Psortasis. Presented by Dr. Netson Paut ANDERSON. 


S. M. N., a teacher aged 52, was first seen on April 4, 1934. He stated that 
an eruption had been present on the hands and feet intermittently for from ten 
to fifteen years. He had had a penile lesion for three or four years. 

On examination there was seen an exudative red, crusted area about the urinary 
meatus and for from % to % inch (1.3 to 2 cm.) about it on the glans with an 
indication here and there of annular lesions with slightly elevated margins and 
depressed centers. The palms, soles and other aspects of the feet presented a 
roughened hyperkeratotic scaly appearance. Laboratory examinations, including 
urinalysis, gave normal results. 

DISCUSSION 

Dr. Cuartes R. Caskey: The lesions on the penis looked to me like those 
of psoriasis. 

Dr. SamMueL Ayres Jr.: The lesion on the penis looked to me somewhat like 
seborrheic dermatitis, although it may be analogous to the lesions of pruritus 
vulvae. The patient states that in the last few months he has had a dribbling 
after urination. Possibly he has some prostatic hypertrophy which accounts for 
this, and possibly there is a slight leakage of urine collected in the foreskin which 
sets up a dermatitis like that caused by a baby’s diaper and due to the ammonia 
in the urine. I believe that cleanliness and possibly a mild dusting powder would 
probably correct the condition. As far as the lesions on the hands and feet are 
concerned, I should like to know if any fungus was found in those lesions. Appar- 
ently improvement followed the use of Whitfield’s ointment, but unless fungi were 
found I think that the possibility of a keratotic eczema should be considered. 
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MuLtipLeE BenicN Cystic EpirHetioma. Presented by Dr. Saut S. Rospinson. 


H. F., aged 36, a housewife, states that a disorder similar to that which she 
presents existed in her maternal grandmother and father and in three half-sisters, 
their children and two cousins. The disease began when the patient was 13 years 
old. It has always affected the face. During the past eighteen months new 
lesions have appeared on the chin. 

On the upper lip and nasolabial folds are discrete and grouped firm, yellowish- 
white nodules varying from the size of a pinhead to that of a pea. The lesions 
are round and oval and project above the skin. Biopsy showed large round and 
irregular masses of epithelial cells surrounded by a dense capsule of connective 
tissue. Some of the epithelial masses showed cystic degeneration with colloid 
material partially filling the cysts. The findings suggested an early stage of 
malignant degeneration. 

DISCUSSION 

Dr. NeELson Paut ANbersoN: I thought that the picture shown by the slide 
was typical from a histologic standpoint. I believed that the disease is adenoma 
sebaceum, and I made that diagnosis from a clinical point of view. One fact of 
extraordinary interest is the hereditary history of this disorder. The patient states 
that one of her cousins died suddenly at 12 years of age while apparently in good 
health. At autopsy, according to the patient, lesions of the same type as those 
present on the face were found about the heart. I think that this fact alone 
warrants going into this case further to ascertain whether any sections were taken. 
Occasionally instances of sudden death with peculiar fibromatous lesions in the 
cardiac muscle (rhabdomyoma) have occurred in persons who have adenoma 
sebaceum. 

Dr. Saut S. Rosinson: In my opinion the clinical appearance of the lesions 
resembles that of adenoma sebaceum, and from the microscopic section the pro- 
liferation suggests the possibility of early malignant changes. I shall look further 
into the history and report any findings that may be of interest. 


Sarcoip OF Boeck? Presented by Dr. Saut S. Roprnson. 


W. S. W. states that his father and one sister had pulmonary tuberculosis. 
During the past year an eruption has appeared on the patient’s cheeks, the bridge 
of the nose and the left ear. There are no subjective symptoms associated with 
the disorder. Well defined round and oval brownish pigmented, atrophic areas 
varying from the size of a pea to that of a dime are present on the upper part 
of the bridge of the nose and the lobe of the left ear. Scarring and telangiectasia 
are present in some of the lesions. Examination with the diascope shows a 
yellow-brown deposit within the larger lesions. The Wassermann reaction of the 
blood was negative. A biopsy showed that the epidermis is normal. In the cutis 
are groups of round and epithelioid cells surrounded by connective tissue. 


DISCUSSION 

Dr. C. R. HaAttoran: Clinically the condition impressed me as being lupus 
erythematosus. 

Dr. SAMUEL Ayres Jr.: I think that the lesions are rather flat for sarcoid of 
Boeck. I should consider the condition as lupus erythematosus or an eruption 
due to phenolphthalein. The fact that the patient takes Feenamint should be con- 
sidered. The distribution and color are a little different from the appearance of 
lupus erythematosus. The lesions are somewhat purplish or brownish. 

Dr. H. C. L. Linpsay: Is the scarring due to treatment or partly to the 
disease ? 

Dr. Saut S. Rorinson: Two lesions had been treated by fulguration before 
[ saw the patient. 

Dr. Kenpat Frost: I favor the diagnosis of sarcoid. 
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Dr. Georce Koetrer: I disagree with the statement of Dr. Ayres that the 
distribution of the lesions is unlike that of lupus erythematosus. The patient has 
a lesion on the bridge of the nose, one on the lobe of left ear and several in the 
region of the malar eminences. Certainly these areas are sites of predilection 
of lupus erythematosus. I suggest no diagnosis; I believe a microscopic examina- 
tion will disclose the nature of the disease. 


Dr. Saut S. Rosrnson: I am much interested in this case. I did not find 
lesions characteristic of lupus erythematosus. No plugs, patulous openings of 
the sebaceous glands or scarring were present. I thought that the malady was 
sarcoid, and I treated it with arsphenamine and obtained good results. Then I 
changed to a gold preparation, and this has had no effect whatever. 


XANTHOMA TUBEROSUM MULTIPLEX. Presented by Dr. Saut S. Rosinson. 


L. E., a Jewish butcher, a native of Russia, states that his eruption began on 
the elbows about nineteen years ago and then appeared on the hands and knees. 
Examination shows on the elbows reddish-yellow elevated and pedunculated tumors 
from the size of a cherry to that of a plum. A few nodules are present on the 
knees and hands. Examination of the blood showed uric acid, 3.9 mg. per hundred 
cubic centimeters, and sugar, 120 mg. Biopsy was not made. The results of 
the urinalysis were as follows: specific gravity, 1.030; reaction, alkaline; color, 
yellow and clear; constituents, faint trace of albumin, no sugar, no acetone, no 
diacetic acid, no bile and indican (1 plus). The microscopic examination gave 
negative results. Treatment has consisted of removal of the tumors from the 
fingers and wrists by surgical excision and electrodesiccation. The results have 
been good. 

DISCUSSION 


Dr. Netson Paut Anperson: I think that one interesting point not brought 
out in the presentation is the association of xanthoma tuberosum with xanthelasma 
on the left lower eyelid. 

Dr. C. R. Hattoran: A point of interest to me was the patient’s statement 
that after the lesions were excised he remained free from recurrence for two 
years, while he followed a fat-free diet, and that new lesions promptly appeared 
when he discontinued this diet. 


Dr. H. C. L. Lrnpsay: I think it is important that in checking up conditions 
associated with glycosuria, tests for sugar tolerance should be made together with 
routine tests for the amount of sugar in the blood. 


AcNE VARIOLIFORMIS? AcNnitTIs? Presented by Dr. Netson Paut ANDERSON. 


W. S. P., aged 38, married, a draftsman, was first seen on May 1, 1934, with 
a chronic eruption on the face and scalp. The patient first noted the condition 
on the face but believes that the eruption on the scalp was present before the 
spring of 1932. The disorder on the face began as red, hard pimples which later 
became crusted. On the middle third of the face, involving the nose, upper lip 
and chin, the crusts fell off and left a pitted scar. Now the forehead is also 
involved. The patient says that the eruption seems to recur periodically in from 
three tc five weeks. The old lesions almost heal, leaving pits, when new ones 
appear. He has never been entirely free from lesions, and their number varies 
from two to several at a time. When involution begins the lesions heal, and 
picking them seems to hasten the involution. The patient admits that he picked 
the lesions. To his knowledge there is no history of tuberculosis in his family or 
himself. 

When the patient was first seen several ulcerated lesions were present on 
the left side of the scalp (temporal region). They varied from the size of a 
match-head to that of a pea and were covered with yellow crusts. These lesions 
healed, and at the present time, new superficial yellow, greasy, crusted lesions 
are present. The skin of the face appears distinctly oily, and the middle third 
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of the face seems to be most involved. There are scars of various sizes and shapes 
and a few follicular and nonfollicular hard papules with necrotic or purulent peaks ; 
some of the papules at times are umbilicated. 

Since the patient was first seen there have occurred many new lesions which 
have involuted, leaving scars. 

Laboratory examinations and a roentgenogram of the chest showed no pertinent 
findings. 

DISCUSSION 

Dr. H. C. L. Linpsay: This is a typical case. I have obtained some good 
response in similar cases with intravenous administration of gold salts and sodium 
thiosulphate. 

Dr. W. H. GorcKERMAN: I agree with the diagnosis of acne necrotica seu 
varioliformis. 





Directory of Dermatologic Societies * 


INTERNATIONAL 


NINTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 


American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 
Place: Budapest, Hungary. Time: Sept. 15-21, 1935. 


FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
W. R. Jaffrey, President, 64 Hughson St., S., Hamilton, Ont. 
Basil Bowman, Secretary-Treasurer, 408 Medical Arts Bldg., Hamilton, Ont. 
Place: Montreal, Quebec. Time: May 4, 1935. 
RoyaL Socrety oF MepDICcINE, SECTION OF DERMATOLOGY 


Henry MacCormac, President, 23, Wimpole St., London, W. 1. 
R. T. Brain, Secretary, 132, Harley St., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN MepICcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Jeffrey C. Michael, Chairman, 1215 Walker Ave., Houston, Texas. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Atlantic City. Time: June 10-14, 1935. 
AMERICAN DERMATOLOGICAL ASSOCIATION 
Charles M. Williams, President, 114 E. 54th St., New York. 


W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: White Sulphur Springs, Va. Time: May 2-4, 1935. 


SECTIONAL DERMATOLOGIC SOCIETIES 

BALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 
Joseph E. Gately, President, 1129 Calvert St., Baltimore. 
Joseph V. Kennedy, Secretary, 1835 Eye St., Washington, D. C. 

CENTRAL New York DERMATOLOGICAL SOCIETY 
John R. Schermerhorn, President, 1225 Union St., Schenectady. 
L. de Mello, Secretary-Treasurer, Medical Arts Bldg., Syracuse. 

CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
Place: Cincinnati. Time: 1935. 

IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
Robert E. Jameson, Secretary, 1014 First Natonal Bank Bldg., Davenport, Iowa. 
Place: Iowa City. Time: Oct. 15, 1935. 
New ENGLAND DERMATOLOGICAL SOCIETY 
Rudolph Jacoby, President, 270 Commonweaith Ave., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
SouTHERN MepIcAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MepicaAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHiLOLOGY SECTION 
Ernest K. Stratton, Chairman, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 


Fiorina Socrety oF DERMATOLOGY AND SYPHILOLOGY 
Chairman for each meeting is elected from city in which meeting is held. 
J. J. Saxton, Secretary, 205 Zack St., Tampa. 
Place: Jacksonville. Time: June 1935. 


LovuISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MepicaL Society OF THE STATE OF New York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


George M. MacKee, Chairman, 200 W. 59th St., New York. 
Lopo de Mello, Secretary, Medical Arts Bldg., Syracuse. 


MepiIcaAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Fred M. Jacob, Secretary, 7026 Jenkins Arcade Bldg., Pittsburgh. 


MIcHIGAN StTaTeE Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. R. Woodburne, Chairman, 26 Sheldon Ave., Grand Rapids. 
. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Hamilton Montgomery, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


C. L. Brundage, President, 1200 N. Walker St., Oklahoma City. 
M. M. Wickham, Secretary, 716 W. Symmes St., Norman. 


TEXAS DERMATOLOGICAL SOCIETY 


C. F. Lehmann, President, 705 E. Houston St., San Antonio. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 


Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 


Bronx DERMATOLOGICAL SOCIETY 


Louis Chargin, Chairman, 1 W. 85th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Jacob Skeer, President, 272 E. 19th St., Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 
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BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Albert R. McFarland, President, 315 Alexander St., Rochester, N. Y. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


Curcaco DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


R. E. Barney, President, 1021 Prospect Ave., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroir DERMATOLOGICAL SOCIETY 


Clyde K. Hasley, President, 1553 Woodward Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Moses Scholtz, Chairman, 1930 Wilshire Blvd., Los Angeles. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 


MANHATTAN DERMATOLOGIC SOCIETY 


Louis B. Mount, Chairman, 256 State St., Albany, N. Y. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New York AcADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Ray H. Rulison, Chairman, 145 E. 54th St., New York. 
E. William Abramowitz, Secretary, 853, 7th Ave., New York. 


New YorK DERMATOLOGICAL SOCIETY 
Fred Wise, President, 200 W. 59th St., New York. 
R. H. Rulison, Secretary, 145 E. 54th St., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
J. W. Hellwig, Chairman, 1319 Farnam St., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Bernhard A. Goldmann, President, Jenkins Arcade, Pittsburgh. 
J. Cavanaugh, Secretary, 28 Market St., Youngstown, Ohio. 
St. Lours DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis 
SAN Francisco DERMATOLOGICAL SocIetTy 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 

















